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linical background: The first reports of the 
use of oral griseofulvin in man, by Riehl? 
in Austria, Williams, Marten, and Sarkany? in 
England, and Blank and Roth® in America, re- 
versed all previous concepts about the treatment 
and prognosis of superficial fungal infections. 
'n the past, it had been necessary to attempt to 
penetrate the resistant keratinized layer of the 
skin with topical medication. This procedure 
invariably was difficult and frequently futile. 
Patients with histories of fungal disease of 10 or 
20 years’ duration were by no means rare. With 
the advent of the “wonder drug of dermatology’”™* 
that attacked fungi from within, it became pos- 
sible to eradicate most mycotic infections of the 
scalp, nails, or glabrous skin within weeks or 
months. 
From these and other®*** preliminary clini- 
cal studies, including our own,® it is possible to 
make the following generalizations about the ef- 
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fect of griseofulvin in dermatomycoses: In di- 
vided doses of one or two grams daily, griseoful- 
vin produces significant improvement of tinea 
of the scalp or glabrous skin during the first or 
second week of therapy. After three to seven 
weeks, the clinical evidence of cure is confirmed 
by consistently negative laboratory results. In 
onychomycosis, a growth of healthy nail is ob- 
served after three to five weeks although four to 
six months or longer may be required before 
uninfected growth has replaced the parasitized 
nail completely. These results can be obtained 
in patients with extremely refractory tinea that 
has persisted for years and resisted all previous 
attempts at therapy. Tests among hundreds of 
patients have shown that griseofulvin has no 
significant effect on the urine or blood cells. Side 
effects, chiefly headache and gastrointestinal dis- 
tress, occur occasionally during the early days 
of therapy but apparently there are no perma- 
nent untoward effects. 

Griseofulvin is absorbed from the gastrointes- 
tinal tract and deposited in the dermal cells. As 
these cells approach the keratin surface, they 
retain sufficient amounts of the drug to prevent 
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(a) (b) 
Figure 1: A child with tinea capitis due to Micro- 
sporum audouini, of one year’s duration, (a) before 
and (b) after one month of treatment with Fulvicin. 


reproduction of fungi, which are thus confined 
to the previously infected layer. As this is shed, 
the involved area is replaced by nonparasitized, 
healthy tissue. 

Scientific background: The intense clinical in- 
terest devoted to griseofulvin during the past 
year, which continues unabated, is in ironic con- 
trast to the apathy displayed by clinicians dur- 
ing the two decades following its discovery. As 
Sulzberger and Baer point out, the many provoc- 
ative references to griseofulvin in the literature 
of the basic sciences were ignored for years; 
. eventually [griseofulvin was] discovered 
to be of use in medicine and receive [d] atten- 
tion through reports at medical congresses and 
articles in medical journals.’’?° 
Isolation of griseofulvin as a metabolic prod- 


Figure 2: This patient with onychomycosis due to 
Trichophyton rubrum, of ten years’ duration, re- 
ceived two grams of Fulvicin daily for two weeks, 
one gram daily for six weeks, and 750, 500, and 250 
mg. daily during each of the following three weeks. 
(a) Appearance of nails before therapy. (b) New 


uct of Penicillium griseofulvum dierckx was an- 

nounced by Oxford and his group in 1939." At 
that time, promising new molds were assayed 
for antibacterial activity and those that showed 
none, such as griseofulvin, were discarded for 
clinical investigation. In 1947 Brian described 
a metabolite of another strain of penicillium that 
had the property of distorting the hyphae of 
fungi..* The hyphae, normally straight, became 
curled upon treatment with this agent, there- 
upon this became known as the curling factor. 
That year Grove and McGowan found that the 
Oxford and Brian substances were identical. 
In 1951 Grove and associates solved the chemical 
structure of griseofulvin and showed that it 
could be obtained from four strains of penicil- 
lium." 

Griseofulvin was used only as a fungistatic 
agent in plants until, in 1958, Gentles reported 
on its successful use to eradicate induced tinea 
among laboratory animals;'® fungistatic levels 
of the drug were found in the hair of treated 
animals.’® Karly in 1959 Martin confirmed the 
results of these animal studies’? and griseofulvin*™ 
became available for experimental use in man. 


METHODS 

Composition of series: Fulvicin, in divided 
and gradually reduced doses of one or two grams 
daily, was used to treat 72 patients with tinea 
of the scalp, nails, or glabrous skin. (An addi- 


*The drug is now available as Fulvicin from the Schering 
Corporation, Bloomfield, New Jersey. Our experimental sup 
plies were provided by G. Kenneth Hawkins, M.D. of that 
company’s Division of Clinical Research. 


growth was grossly observable at the proximal por- 
tion of the nails after one month of therapy. (c) At 
the conclusion of therapy, only a small portion of 
one nail was still parasitized. (d) After cessation of 
therapy improvement continued and, one month 
later, the growth of healthy nail was complete. 
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(a) (b) 

Figure 3: A patient with tinea of the hands due to 
Trichophyton rubrum, of ten years’ duration, (a) 
before therapy. (b) No improvement is observable 
on gross examination of the palm after two weeks 
of therapy. Because this area is hyperkeratinized, 


tional 12 patients who began but did not com- 
plete treatment have not been included in this 
report.) Several patients had been afflicted for 
years and none had responded satisfactorily to 
any previous attempts at therapy. Treatment was 
continued for a minimum of two weeks in tinea 
capitis or corporis to a maximum of 14 weeks in 
onychomycosis. All patients were examined at 
frequent intervals during therapy and were fol- 
lowed for at least one month after discontinuance 
(see table). 

Laboratory studies: Skin scrapings, nail clip- 
pings, and hair from parasitized areas were pre- 
pared in potassium hydroxide and examined mi- 
croscopically for hyphae and spores. The pres- 
ence of fungi was confirmed in all patients. 
Cultures were made in Sabouraud’s glucose agar 
medium before therapy was started and it was 
possible to identify the offending fungi by their 
characteristic patterns of growth. Microsporum 
audouini and canis; Trichophyton tonsurans, 
mentagrophytes, and rubrum ; and Epidermophy- 
ton floccosum were recognized. These organisms 
are known to be vulnerable to Fulvicin. Cultures 
were repeated during and after therapy. Analyses 
éf blood (erythrocyte and differential leucocyte 
counts) and urine were made periodically. 

Criteria for cure: Negative laboratory tests 
(cultures and potassium hydroxide determina- 
tions) and clinical absence of infection, persist- 
ing for at least one month after cessation of 
treatment, indicated eradication of the sapro- 
phyte. 
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(d) 

the new, nonparasitized dermal cells approach the 
surface slowly. (c) After five weeks of therapy, con- 
siderable improvement was observable. Only a few 
lesions remained on the center of the palm. (d) 
Cure was complete after seven weeks. 


RESULTS 


Effect on tinea: Fungal infections in all 72 
patients responded rapidly to treatment. Ther- 
apy was continued until there was complete labo- 
ratory and clinical evidence of eradication. The 
patients with M. audouini infections of the scalp 
responded in an average of four weeks, and tineas 
of the smooth skin were cured in three to 10 
weeks, In onychomycosis, therapy for three to 
four months prevented invasion of the newly 
growing nail by fungi from the previously in- 
fected portions (see table). 

Recurrences: Two recurrences were observed 
among the 16 patients with tinea capitis due to 
M. audouini. In both instances, low doses of 
Fulvicin had been used because only minimal 
evidence of the disease had been observed before 
therapy. One patient, aged 8, appeared cured 
(cultures and Wood’s light examinations nega- 
tive) after three weeks of treatment with 500 
mg. Fulvicin daily. His brother, aged 6, had had 
more extensive involvement and was given one 
gram daily. The first child had a recurrence one 
month after cessation of therapy and the sibling 
was reinfected. Permanent cure was achieved 
in both children with resumed dosage of one 
gram daily. The second recurrence was in a child, 
the youngest of four siblings with tinea capitis, 
who had presented a minimal case and received 
treatment for two weeks with 500 mg. daily. 
The other children had received higher amounts 
for longer periods of time. The youngest child 


for $24. Petry j 
al 
it 
ic 
d 
‘a 
3 


(a) 


(b) 

Figure 4: A patient with tinea of the anogenital 
region, due to Trichophyton rubrum, of two years’ 
duration. (a) The classical circinate lesions with 
elevated borders were observed before therapy. (b) 
Fulvicin relieved the condition in less than three 
weeks. 


relapsed after one month, reinfecting another 
sibling; both were cured when therapy was re- 
sumed at one gram daily. 

Side effects: The only untoward effect ob- 
served in this series was headache, sometimes 
rather severe, during the early days of adminis- 
tration of Fulvicin. There was no incidence of 
gastrointestinal distress or dermatoses induced 
by the drug although these effects have been re- 
ported to occur occasionally. Laboratory studies 
indicated that Fulvicin did not depress the bone 
marrow or adversely affect the blood chemistry 
in any patient. 


COMMENT 


Optimal dosage parameters: In superficial 
fungal infections, three weeks is the minimum 
period of therapy with Fulvicin, even if the dis- 
ease may appear to be arrested much sooner, and 
one gram daily is the minimum starting dose. 
The daily dosage may be reduced gradually but 
administration should be continued for at least 
one week after apparent cure. If the starting 
dose is too low, or if administration is discon- 
tinued prematurely, the disease, although ap- 
parently cured, may recur when treatment is 
stopped. 

Children with M. audouini infections of the 
scalp should receive one gram daily for three 
weeks. The suggested pediatric dose, 25 mg./Kg., 
may be too low and higher doses can be given 
safely. 

After treatment of T. rubrum onychomycosis 


for at least 12 weeks, the nail will continue to 
grow normally although replacement with non- 
parasitized nail may not be complete at the time 
administration is discontinued. 

Patients with tinea pedis should be treated for 
approximately eight weeks. Since maceration and 
irritation from hyperhidrosis is characteristic, 
the excessive sweating also should receive atten- 
tion and local treatment is recommended. 

Indications: This drug is indicated only for 
the treatment of superficial fungal infections 
caused by species of Microsporum, ‘Trichophyton, 
and Epidermophyton. It is essential, therefore, 
to establish the fungal nature of the disease and 
also to identify the infecting organism in cul- 
ture. For example, fungal infections of the foot 
due to Monilia should differentiated from 
those due to species responsive to Fulvicin since 
in the former, the drug is of no value and may 
exacerbate the infection. (We had used the drug 
experimentally in two patients with tinea versi- 
color (Malassezia furfur), in three patients with 
moniliasis, and in two patients with psoriasis ; 
there was no response except in moniliasis, which 
worsened. ) 

Although Fulvicin is considered to be ineffec- 
tive in all but the superficial mycoses, a group of 


be 


investigators in Mexico reported several cases of 
nocardiosis (Nocardia brasiliensis) and several 
cases of sporotrichosis (Sporotrichum schenckii) 
in which a favorable response was obtained.'* 
These authors point out that generalizations 
about the possible usefulness of Fulvicin in these 
indications would be premature, but their cases 
are provocative and perhaps further investiga- 
tion will clarify the situation. 

CONCLUSION 


Fulvicin is predictably effective in tinea of the 


Figure 5: A patient with tinea of the ankle due to 
Trichophyton mentagrophytes, of three years’ dura- 
tion, (a) before therapy. (b) Cure occurred after 
three weeks of therapy. 
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TINEA IN 72 PATIENTS 


Duration of infection 


Duration of treatment 


29-66 yrs. 


Location Causative Number 

of tinea organism and ages range mean _—s range mean 
scalp M. audouini 16; 2-10 yrs. 3-12 months; 11 months 3-6 weeks; 4 weeks 
scalp T. tonsurans ls SI yrs. 10 years 12 weeks 
scalp, body M. canis 1: 5 yes. 3 weeks 2 weeks 
axillae T. rubrum 35: yts: 1 year 4 weeks 
nails T. rubrum 8; 29-61 yrs. 2-17 years; 9 years 12-14 weeks; 12 weeks 
hands T. mentagrophytes bs 2b yes. 2 years 3 weeks 
hands T. rubrum 6; 18-53 yrs. 2-13 years; 8 years 6-10 weeks; 8 weeks 
hands, nails T. rubrum 3; 34-44 yrs. 3-15 years; 7 years 9-12 weeks; 11 weeks 
hands, groin T. rubrum 1; 24 yrs. 2 years 5 weeks 
hands, feet, nails = “T. rubrum 3; 15-49 yrs. 3-10 years; 6 years 4-12 weeks; 8 weeks 
hands, feet T. mentagrophytes 5; 14-50 yrs. 1-10 years; 7 years 4-10 weeks; 7 weeks 
hands, feet T. rubrum 5; 15-53 yrs. 1-10 years; 5 years 6-8 weeks; 7 weeks 
anogenital T. rubrum 6; 15-51 yrs. 34-5 years; 2 years 2%-8 weeks; 5 weeks 
anogenital E. floccosum 135 yes: 3 months 6 weeks 
feet, groin T. mentagrophytes 1s 19 yrs. 3 years 6 weeks 
feet, groin E. floccosum br: 14 yes; 3 months 3 weeks 
feet, nails £. floccosum 1; 48 yrs. 3 years 3 weeks 
feet T. mentagrophytes 9; 15-51 yrs. 14-10 years; 3 years 3-8 weeks; 5 weeks 
feet T. rubrum Zz 3-5 years; 4 years 3-8 weeks; 5 weeks 


scalp, nails, or glabrous skin caused by species 
of Microsporum, Trichophyton, or Epidermo- 
phyton if the drug is administered in sufficient 
dosage for an adequate length of time. Local 
therapy is unnecessary except for the hyperhidro- 
sis associated with tinea pedis. Failures will oc-. 
cur if the drug is administered for nonfungal 
dermatoses or for deep-seated fungal disease. 


SUMMARY 


Tinea in 72 patients was treated successfully 
with Fulvicin (griseofulvin). The dosage usually 
was one or two grams daily, gradually reduced, 
for a minimum of two weeks in tinea capitis or 
corporis to a maximum of 14 weeks in onychomy- 
cosis. Headache was the only side effect; normal 
physiologic values were unaffected. 
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Mrs. Dororuea F. Turner, CHICAGO 


 tapsocmee of the fat content of the American 
dietary from the present 40 to 45 per cent of 
the total calories to 20 to 30 per cent is being 
recommended in some situations. This often 
means more than a substantial reduction in fat. 
Simultaneous changes also are brought about in 
total calories, proteins, fatty acids, and other nu- 
trients, depending upon the patient’s present 
food habits. Success in changing food habits de- 
pends on the ability of the patient to understand 
the recommendations and his willingness to 
make the change. While these facts complicate 
the problem, they should be recognized to avoid 
deterioration in the over-all nutritional quality 
of the food. 


A gross impression of the kind and extent of — 


the changes which might occur can be gained 
from a picture of the average pattern of Amer- 
ican dietaries. In 1955, a survey was made of a 
national sample of 6,000 families.‘ From these 
data, the average amount of fat available per 
person per day was estimated to be approximate- 
ly 155 gm., or 44 per cent of the total calories. 
Approximately two-thirds of this fat was found 
to accompany foods usually thought of primarily 
as major sources of high quality provein, such as 
meat, poultry, fish, eggs, and milk products. The 
remaining fat came in the form of visible or sep- 
arated fats and oils, such as butter, margarine, 
shortenings, oils, and salad dressings. 

It would appear at first that the simplest way 
to reduce fat would be to eliminate separated 
fats and oils completely. This presents a possible 
hazard, however, in that complete elimination of 
certain items, such as cottonseed oil, soybean oil, 


Asst. Professor and Chief Medical Nutritiontst, 
Dept. of Medicine, University of Chicago. 

While the Nutrition Committee of the Chicago Heart 
Association is sponsoring this article, the opinions ex- 
pressed are those of the authors and do not necessarily 
represent the official view of that committee. 


Simple Rules in the 


Prescription of a Low-Fat Diet 


or corn oil might mean loss of the major source 
of the polyunsaturated fatty acids (chiefly lino- 
leic). If further research should indicate the 
value of retaining or adding polyunsaturated 
fatty acids to the diet, this would be a strong de- 
terrent to the complete elimination of fats in this 
category. 

Another obstacle arises from the practical 
problems involved in curtailing fats in food prep- 
aration. Fats and oils are commonly used in 
fried foods, gravies, baked products, and mix- 
tures, such as stews, soups, salads, and desserts, 
as well as in baked, canned, and frozen commer- 
cial products. Obviously, new and acceptable 
methods of food preparation would be needed. 

This leaves the large category of fats that oc- 
cur in combination with proteins. Since the 
physician probably will wish to retain the sources 
of high quality protein, the problem becomes one 
of retaining protein rich foods while reducing 
fat in such items as meat, poultry, fish, eggs, and 
dairy products. 

Meat, poultry, fish, and eggs: Fat on such 
meats as beef, lamb, and pork may account for 
substantial amounts of fat and high levels of 
saturated fatty acids. This can be reduced in part 
by close trimming and discarding fat at the ta- 
ble. In some cuts of meat, approximately 50 per 
cent of the fat in the meat may be removed in 
this way. Whether this measure is effective would 
depend upon the patient’s customary habits in 
this respect. 

It is possible that a more significant reduction 
in fat might be brought about in some cases by 
greater emphasis on meats naturally low in fat. 
This would mean more frequent use of chicken, 
turkey, and fish and less frequent use of beef. 
lamb, and pork. Not only would the absolute 
amount of fat be reduced in this way, but a rela- 
tive increase in polyunsaturated fatty acids 
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night be brought about since the fat of poultry 
and fish is higher in this respect. 

Kggs have been considered by some to be an 
important source of fat. However, one egg con- 
tains only about the amount of fat contained in 
one ounce of meat, and is relatively higher in 
polyunsaturated fatty acids than beef, lamb, or 
pork. 

Dairy products: It is possible to retain protein 
and remove fat to some extent by using skim 
milk instead of whole milk and cream. The new, 
instant, nonfat milks are gaining wide acceptance 
and may serve to bring about in some cases as 
much as a 10 to 15 per cent reduction in the total 
dietary. The selection of cheeses low in fat, such 
as cottage cheese or a specially prepared low-fat 
cheese-food, also may serve to effect a reduction 
in fat. 

Jam, jelly, or honey could be used instead of 
butter as a spread for bread. Ordinary margarine 
would not serve this purpose since it is in the 
same category as butter in terms of fat and de- 
gree of saturation of fatty acids. However, several 
special margarines, processed to provide relative- 
ly high levels of polyunsaturated fatty acids are 
now on the market. 

Nuts and baked goods: Although nuts are high 
in fat as well as protein, they are not ordinarily 
consumed in sufficient quantity to make a large 
contribution to the average U. S. dietary. Fur- 
thermore, they vary in linoleic acid content all 
the way from 10 per cent to more than 60 per 
cent of the total fatty acids with English wal- 
nuts at the highest level and other nuts 30 per 
cent or less. 

Baked foods, either home baked or commercial- 
ly prepared may contain nuts, milk, cream, eggs, 
and shortenings, making them high in fat and 
saturated fatty acids. However, a few products 
such as angel food cake (without frosting), Gra- 
ham crackers, vanilla wafers, and arrowroot 
cookies are prepared without added fat. Gelatin 
and fruits also may be combined as desserts with- 
out adding fats. 


Simple Rules for Prescribing Low-Fat Diets 


The physician prescribing low fat diets is like- 
ly to be considering individuals of sedentary or 
moderately active habits in the age range of 30 
to 50 years. For this purpose, he probably will 
find diets approximating 2,500 calories appro- 
priate for maintaining normal weight for most 
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men. For women of normal weight, diets approx- 
imating 2,000 calories might be satisfactory. For 
obese men or women, a diet approximating 1,500 
calories could be expected to bring about loss of 
weight, and at this level of calories it would be 
possible to plan a diet that meets the recom- 
mended dietary allowances for other nutrients. 
Diets at these three levels are outlined below. 


1,500 CALORIE DIET CONTAINING 80 GM, PROTEIN 
AND 30 GM. FAT? 


While 30 gm. fat is only 20 per cent of the 
calories in the 1,500 calorie diet, this figure does 
not reflect the amount of endogenous fat being 
metabolized by the patient to meet the caloric 
deficit. 

The following foods and food groups may be 
used in planning meals for one day. Numerous 
combinations of these foods are possible in mak- 
ing up meals. However, it is assumed that only 
these foods will be used ; and that no fat or other 
products will be added in cooking. 

Foods for one day Fat (gm.) Calories 


One pint skim milk 0.5 174 
One egg 5.5 77 
Seven oz. lean meat, 

poultry, or fish 21.0* 367 
Three slices bread or 

substitutet 1.5 240 
Potato or substitute, 

2 servingst 1.0 220 


Fruits and vegetables, 
5 servings, including one 
citrus fruit and a dark 


green or yellow vegetable 1.0 240 

Sugar, jelly, or honey, 
3. tablespoons 180 
30.5 1,498 


*This level of fat may be attained as follows: 
lean (all fat trimmed prior to preparation and 
all visible fat discarded at the table) beef, veal, 
and lamb only three times per week; chicken or 
turkey two times, and fish one or two times per 
week ; liver 1 time in 2 weeks. 

+One slice bread may be considered equal to 14 
cup cooked cereal or 34 cup of flake or puffed 
type cereal. 

tOne-half cup white potato is equal to 14 cup 
sweet potato, 44 cup cooked dried peas or beans, 
2 Graham crackers, or 4 arrowroot cookies. 
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2,000 CALORIE DIET CONTAINING 80 GM. PROTEIN 
AND 50 GM, FAT 

This level of calories may approximate the 
need for maintenance calories for most women 
of normal weight. Fifty grams of fat would con- 
tribute approximately 25 per cent of the total 
calories in contrast to the estimate of 44 per cent 
in the average American dietary. To accomplish 
these changes, the following additions could be 
made to the 1,500 calorie diet outlined above : 

Fat (gm.) Calories 

4 teaspoons fat or oil* 20.0 180 
3 slices bread or 

equivalent 1.5 

teaspoons sugar, jelly, 

or honey 60 
*If it seems desirable to emphasize polyunsatu- 
rated fatty acids, such items as corn oil, safflower 
oil, soybean oil, and cottonseed oil will serve this 
purpose. Coconut oil, other palm oils, and cocoa 
fat (chocolate) are highly saturated and would 
not be suitable. 
2,500 CALORIE DIET CONTAINING 85 GM. PROTEIN 

AND 70 GM. FAT 

This level of calories may approximate the 
need for maintenance for most men of normal 
weight between moderate and sedentary activity. 
Seventy gm. of fat would contribute about 25 
per cent of the total calories. These levels will 
permit the following additions to the 1,500 
calorie diet. 

Fat (gm.) Calories 

8 teaspoons fat or oil* 40.0 360 
6 slices bread or 

equivalent 3.0 480 
2 tablespoons sugar, 

jelly, or honey 
*See footnote for 2,000 calorie diet 


Sources of Additional Information 


For a further description of food plans, sample 
menu patterns, sample meals, and food prepara- 
tion, reference may be made to the Handbook of 
Diet Therapy by Turner.* This reference also 
contains a compilation of fat, protein, cholesterol, 
and fatty acids in over 250 food items. These 
values may be used in developing particular per- 
centages of fat calories, and various amounts 
of/or ratios between protein, fat, and fatty acids. 

Numerous special purpose cookbooks have been 
published for use with low-fat diets. However, 


the suitability of any one recipe depends on the 


particular dietary prescription recommended by 
the physician. For this reason, the physician, 
dietitian, or nutritionist should aid in selecting 
appropriate recipes. Reviews of these cookbooks 
may be obtained from The American Dietetic 
Association, 620 North Michigan Ave., Chicago. 

For a discussion of dietary fat consumption ; 
the chemistry, metabolism, and nutritional role 
of food fats; possible relation to cardiovascular 
disease; and the needs for research, reference 
may be made to The Role of Dietary Fat in Hu- 
man Health published by the National Academy 
of Sciences.* 
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Anxruur T. Suma, M.D., Oak 
n the past few years, anesthesia for obstetrical 


I procedures has become one of the most dis- 
cussed problems. Pick up any journal dealing 
with obstetrics or anesthesia and you find a 
discussion on a technique procedure, or a newer 
agent for obstetrical analgesia or anesthesia. 
There are proponents of local, spinal, epidural, 
and caudal, as well as of general anesthesia with 
various agents and techniques. 

Each shows that when a certain technique or 
agent is used, complications, morbidity, and 
mortality are lower than when another technique 
or agent is employed. The proponent of regional 
methods will point out that the outstanding 
henefits of utilization of regional technique in 
obstetrics is the absence of respiratory depression 
and other systemic effects deleterious to the fetus 
and mother. They mention the danger of vomit- 
ing, not only in patients who have just eaten, 
but in those who have had prolonged difficult 
labor, since in these, the hazard is the copious 
fluid vomitus resulting from retention of gastric 
secretions, On the other hand, many consider 
general anesthesia as indicated for obstetrical 
procedures because of the speed of induction, 
certainty of effect, ability to relax the uterus 
when necessary, and as the only way possible 
due to the temperament of the patient. They 
point to vasoparalysis with spinal anesthesia in 
gravid patients who already are suffering from 
interference with venous return and resultant 
decrease in cardiac output, causing sudden and 
recorded circulatory collapse. They also point 
to studies which have shown that under spinal 
anesthesia, a statistically significant depression 
of blood oxygenation occurs in the infant, both 


Presented before the Section on Obstetrics & Gyne- 
cology, 119th Annual Meeting, Illinois State Medical 
Society, May 19, 1959. 
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The Use and Abuse of 


General Anesthesia in Obstetrics 


at birth and during the early neonatal period. 
This depression, however, is not significant 
clinically unless compounded with other more 
serious handicaps to the fetal respiratory physi- 
ology. 

General anesthesia is the method by which 
most of the obstetrical deliveries are accomplished 
in this country at present. Mortality, by most 
statistical studies, is higher under general than 
under regional anesthesia. As the other causes 
of maternal mortality are conquered, anesthetic 
deaths assume an increasingly important role in 
reduction of maternal mortality since nearly all 
are preventable. 

The fundamental causes of obstetrical mor- 
tality are derangements of the circulatory and 
the respiratory systems. These etiologic factors 
must be prevented or anticipated and treated 
prophylactically or promptly. 

There may be hypoxia and acidosis due to 
anemia, hypotension, or interference with oxy- 
gen supply or carbon dioxide excretion as in the 
oversedated patient. In addition to factors such 
as pre-existing pulmonary disease that may be 
responsible for a reduction in the effective alveo- 
lar ventilation, general anesthesia adds the pos- 
sibility of added respiratory derangements. 

Obstruction to the airway is the most common 
difficulty and the most serious of all hazards 
associated with the administration of general 
anesthesia. Vomitus and possible regurgitation 
resulting in respiratory obstruction is by far the 
most important cause of anesthetic death in 
obstetrical patients. The asphyxia caused by 
vomiting and aspiration can be prevented if the 
obstetrician instructs patients to avoid eating 
after labor begins and if general anesthesia is 
not employed after the patient has eaten or has 
had a prolonged difficult labor, when retention 
of gastric secretion may have taken place. An- 
other cause of respiratory derangement is the 
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depression of the respiratory center which can 
be caused by any narcotic, sedative, or anesthetic 
drug. 

The prevention and treatment of respiratory 
derangement is establishment of a clear airway 
and assisted or compensated respiration. Much 
has been accomplished to make general anes- 
thesia safer and more physiological, by refine- 
ments in techniques and by the addition of agents 
that produce less nausea, vomiting, and derange- 
ment of the physiology. But the obstetrical pa- 
tient has not derived as much benefit from the 
progress in anesthesia as has the surgical pa- 


A constant and serious problem faced by the 
physician today is infection and wound 
contamination by penicillin resistant strains of 
Staphylococcus aureus. We need to have posi- 
tive knowledge of the frequency with which these 
organisms appear in the general population. The 
following project was carried out to determine 
the incidence of penicillin resistant pathogenic 
staphylococci in a surburban high school group. 

Volunteer male students aged 14 to 16 from 
Lyons Township High School, were asked the 
following questions: 

“Have you been in a hospital in the past two 
months ?” 

“Have you been in contact with anyone who 
has been in a hospital in the past two months?” 

On the basis of negative answers to these ques- 
tions, 50 students were selected. Specimens were 
taken by swabbing the tonsillar region and 
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Penicillin Resistant 


Pathogenic Staphylococci 


L. S. SCHALLER; J. D. ScHmMipt; AND R. W. Pumper, Pu.D.,* Cuicaco 


tient. Obstetrical anesthesia in some of the most 
advanced hospitals (advanced, that is, so far as 
surgical anesthesia service is Concerned) consists 
of a quality of service that would not. be toler 
ated in their surgical suites. 

The use or abuse of general anesthesia in 
obstetrical procedures is dependent upon the de- 
gree of judgment and skill that goes into its 
choice, The anesthesic chosen must be tailored to 
the status and needs of the patient. This can be 
accomplished only by intelligent teamwork by 
members of the obstetrical team to the same de- 
gree as that now seen in the surgical team. 


sk 


streaking each swab directly on a nutrient agar 
plate. Standard methods for obtaining isolated 
colonies were used. After 48 hours of incubation 
at 37 C., a loopful of each colony having gross 
staphylococcal morphology was transferred to a 
microscope slide and gram stained. Each isolate 
that proved to be a gram positive micrococcus 
was then subcultured on an agar slant. Follow- 
ing re-incubation at 37 C. each culture was again 
checked for gram positiveness and used in the 
following tests: Phenol-red-mannitol agar slants 
and tubes containing one ml. of a 1:10 dilution 
of human plasma (coagulase test) were inocu- 
lated with a loopful of each culture. The tubes 
were checked daily for mannitol fermentation 
and plasma clotting. A positive reaction to these 
tests, especially the coagulase test, is accepted as 
an indication of the pathogenicity of the staphy- 
lococeal organism. 

Upon identification of the isolate as a patho- 
genic micrococcus, Petri plates were prepared 
for antibiotic testing by spreading each isolate 
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over the surface of a nutrient agar plate. A mul- 
tiple antibiotic testing device, Multidisks® (Con- 
<olidated Laboratories, Chicago Heights, Illi- 
nois),? containing 9 different antibiotics, was 
placed on each of the plates which were then 
incubated at 37 C. At 24 and 48 hours the areas 
of inhibition or lack of inhibition of growth 
were noted, and the effectiveness of the antibiotic 
valcnulated. 

Of the total 50 students tested, 68 per cent 
carried a species of staphylococcus but only 26 
per cent carried a pathogenic species as shown 
hy positive phenol-red-mannitol and coagulase 
tests. Of the pathogenic, or clinically significant 
strains, 23 per cent proved resistant to 1.5 units 
of penicillin, All strains were susceptible to 10 
meg. of Erythromycin® and/or tetracycline. 


DISCUSSION 


It is apparent that a large percentage of the 
inale high school population in the area chosen 
carries a species of staphylococcus in their tonsil- 
lar region, but that only about one-fourth of 
these strains are pathogenic. In the concentra- 
tion used, only Erythromycin and tetracycline 
were effective in inhibiting the growth of all 
pathogenic strains. The fact that 23 per cent 
of the pathogenic strains were resistant to peni- 
cillin indicates the prevalence of these organisms 
in a normal teen-age group. The over-all results 
are somewhat lower than those reported in other 
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normal groups”** but it is known that the prev- 
alence of staphylococci varies with the season. 
These students also represented a select group. 
The necessity of performing laboratory antibiotic 
testing prior to therapeutic measures for staphy- 
lococeal infections is apparent, and if nonspecific 
therapy must be used, Erythromycin or tetracy- 
cline appears to be the antibiotic of choice. 


SUMMARY 


Of 50 teen-age, male, nonhospital-contact high 
school students tested for the presence of staphy- 
!ocoeci in the tonsillar region, 26 per cent were 
shown to carry pathogenic and 42 per cent non- 
pathogenic species of this organism. Twenty- 
three per cent of the pathogenic strains were 
resistant to penicillin. All strains were sensitive 


to either Erythromycin or tetracyline. 

It is a pleasure to acknowledge the assistance of 
Mrs. Priscilla Smith, Health Service Director, 
Lyons Township High School, for her cooperation 
in this project. 
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agen surgical literature has devoted consider- 

able space to discussion of operative cholan- 
giography. Almost exclusively, interest has been 
concentrated on the question of whether utiliza- 
tion of this diagnostic method can help to reduce 
the number of common duct stones overlooked 
during cholecystectomy. 

Many surgeons are convinced that the disad- 
vantages of operative cholangiography outweigh 
its usefulness. Undoubtedly these men are influ- 
enced by their opinion that the risk of overlook- 
ing a common duct stone can be held to an ac- 
ceptable minimum by conscientious assessment 
of the patient before surgery and careful study 
of the local situation at the operating table. It 
cannot be denied that obtaining a cholangiogram 
through the cystic duct can be time consuming 
and technically difficult. Air bubble artifacts can 
be bothersome. Sometimes the use of second 
choice anesthesic agents is required to avoid ex- 
plosion hazards. 

Perhaps as a consequence of these disadvan- 
tages, surprisingly little emphasis has been placed 
on the information readily obtainable by this 
technique whenever the gall bladder or common 
duct is opened. 

Every surgeon is confronted, from time to 
time, by confusing or unexpected findings at 
surgery that testify to the unpredictable nature 
of biliary tract diseases. However, once surgery 
is in progress, arranging for cholangiography in- 
volves compromising the sterile field, the proba- 
bility of unsatisfactory X-ray positioning, and 
hasty changes in anesthesia. Hence the surgeon 
who does not routinely plan to have cholangiogra- 
phy available is forced to deal occasionally with 
unpredictable findings that do not lend them- 
selves to on the spot analysis as readily as does 
the question of whether a common duct stone is 
present. 


From the Hedges Clinic, Frankfort 
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A Case for Routine 
Operative Cholangiography 


The authors have become convinced that op- 
erative cholangiography can be an indispensible 
aid at many times, notwithstanding its contro- 
versial value in identifying common duct stones. 
The basis for this opinion can best be illustrated 
by the following abbreviated case histories: 

Case 1. The patient, a 41 year old female, became 
critically ill 24 hours after the onset of abdominal pain. 
She was known to have gallstones. Physical examina- 
tion revealed obvious signs of diffuse peritonitis. The 
preoperative diagnosis was acute cholecystitis with per- 
foration and bile peritonitis. At operation, extensive 
necrotizing pancreatitis was found. The gall bladder 
was not inflamed but contained numerous small stones. 
The common duct could not be examined adequately be- 
cause of edema and fat necrosis. The pancreas was 
drained, the gall bladder evacuated of stones, and a 
cholecystostomy performed. A cholangiogram through 
the cholecystostomy tube was performed and revealed 
a patent cystic duct, a patent sphincter of Oddi, and no 
evidence of common duct stones. The operation was 
concluded. 

Comment: Had cholangiography been unavail- 
able, the surgeon would have been hard pressed 
to decide whether to risk a possibly unnecessary 
choledochotomy under extremely adverse circum- 
stances or to chance leaving a potentially diseased 
common duct in a patient with acute pancreatitis. 

Case 2. The patient, a 46 year old woman had under- 
gone a cholecystectomy and common duct exploration 
recently, performed by another surgeon. The T tube 
had fallen out before postoperative cholangiography 
was done. A bile fistula had developed along the tract 
of the T tube. The preoperative diagnosis was residual 
common duct stone. The patient was explored and the 
common duct located with some difficulty. Fibrosis of 
surrounding tissue prevented safe dissection any dis- 
tance from the fistula. The previous choledochotomy 
had been performed immediately distal to the cystic 
duct and this was the site of the fistula. The common 
duct was explored through the fistula opening and sev- 
eral small stones were removed from the distal end. 
The right hepatic duct was explored and _ irrigated. 
However the left hepatic duct could not be identified. 
An operative cholangiogram revealed that the explora- 
tion was being done through the right hepatic duct 
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just below an anomalous cystic duct origin and that the 
left hepatic duct was obstructed at its distal end by a 

stone. With this knowledge, the right hepatic duct 

opening was extended to the common duct and the left 

hepatic duct stone was removed. A second cholangio- 

gram revealed the biliary tree was now patent. 

Comment: In the absence of cholangiography, 
considerable time and difficulty would have been 
involved in clarifying this unusual situation. 
Conceivably, the left hepatic duct stone might 
again have been overlooked. 

Case 3. The patient, 2 70 year old woman, was oper- 
ated upon with a preoperative diagnosis of chronic 
cholecystitis and cholelithiasis. Symptoms of this dis- 
ease had been present for at least 30 years. At sur- 
gery, the common duct was found packed with stones. 
Following cholecystectomy and removal of many com- 
mon duct stones, attempts were made to dilate the 
sphincter of Oddi. These were unsuccessful, even after 
duodenotomy. A cholangiogram revealed a lengthy, ap- 
parently inflammatory stricture that virtually obstructed 
the distal one centimeter of common duct. A choledo- 
choduodenostomy was performed. Followup cholangio- 
grams during the next two months failed to show any 
improvement in the stricture despite the T tube decom- 
pression during this interval. 

Comment: Without X-ray demonstration of 
ithe stricture’s unusual length, the surgeon prob- 
ably would have elected to rely upon sphincter- 
otomy and T tube drainage. This choice presum- 
ably would not have been adequate. 

Case 4. The patient, a 50 year old man, was admitted 
to the hospital with a diagnosis of cholelithiasis and 
obstructive jaundice. Cholecystectomy was performed 
and numerous stones were removed from the common 
and both hepatic ducts. A cholangiogram revealed still 
another stone in the left hepatic duct. After repeated 
probing and irrigation, the stone was removed. 

Comment: This stone, demonstrated by the 
cholangiogram, would certainly have been over- 
looked. It has been acceptable practice for many 
vears to perform cholangiography on the ninth 
or tenth postoperative day, prior to removal of 
ihe T’ tube. This approach seems illogical when 
the same information can be obtained before the 
operation is completed. 

Case 5. The patient, a 60 year old female, presented 
precisely the same findings as Case 4. However, the 
surgeon was unable to dislodge the residual impacted 
hepatic duct stone which had been identified by an op- 
erative cholangiogram. A special effort was made to 
dilate the sphincter of Oddi widely, as suggested by 
Cattell and others, in hopes that the stone might pass. 

Comment: In this instance, it is not known 
whether the residual stone still lies within the 
biliary tree or has passed. However, the only 
means by which irretrievable hepatic duct stones 


for January, 1960 


can be managed is to provide a maximum egress 
diameter at the sphincter. Ordinarily sphincter 
dilatation beyond a #5 or #6 Bakes dilator is 
not employed without special indication. Cho- 
langiography established the motive in this case. 
Case 6. The patient, a 50 year old woman, had a pre- 
operative diagnosis of cholelithiasis and obstructive 
jaundice. Surgery consisted of cholecystectomy and re- 
moval of several common duct stones. The sphincter of 
Oddi was dilated easily up to a No. 5 Bakes dilator. 
Cholangiography was not performed during the opera- 
tion. On the tenth postoperative day, X-rays revealed 
narrowing of the lower end of the common duct which 
appeared to be inflammatory. Two months later the pa- 
tient was re-explored because of progressive sphincter 
obstruction. Biopsy of the papilla of Vater revealed 
carcinoma. There were several metastases in the liver. 
Comment: It is unrealistic to presume that 
ihe two month delay in diagnosis altered the out- 
come in this case. However, it is conceivable that 
operative cholangiograms can identify small pa- 
pilla lesions that otherwise would he undetectable 
during common duct exploration. Such lesions, 
if noted postoperatively, might well be sufficiently 
vague in outline that six to eight possibly vital 
weeks of delay would ensue, as in this case, prior 

to re-exploration. 
DISCUSSION 


In the opinion of the authors, these case his- 
tories represented circumstances in which opera- 
tive cholangiography provided information that 
was unobtainable otherwise. In each instance, 
X-ray data at least minimized the operating time 
needed to evaluate the situation ; in several cases, 
cholangiogram prevented errors in diagnosis or 
judgment. 

Other examples can be mentioned. It occasion- 
ally is difficult to avoid operating upon a case 
of idiopathic cholangiolitis or viral hepatitis in 
the mistaken belief that extra-hepatic obstruction 
exists. Considerable anesthesia and operating 
time can be saved, in the circumstances, by an 
operative cholangiogram. Without X-ray facili- 
ties at the operating table, there is general re- 
luctance to withdraw without intensive and pro- 
tracted common duct exploration. 

Similarly, in cases of gall bladder agenesis, 
the cholangiogram can shorten considerably the 
fruitless search for this organ and can simultane- 
ously help to evaluate the common duct. 

When emergency surgery is performed because 
of progressive acute cholecystitis in the poor risk 
patient, it is helpful to be able to demonstrate 
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patency of the cystic duct so that cholecystos- 
tomy may be selected as a satisfactory alterna- 
tive, if necessary. At the same time, the status of 
the common duct is defined. 


SUMMARY 


The authors have presented a small series of 
patients in which the availability and use of op- 
erative cholangiography were judged to have 
played a vital role in surgical management. 


Won. J. Pickett, M.D., F.A.C.S., CHicaco 


A casual review of the literature will reveal 

some difference of opinion on the value and 
safety of I***. The isotope itself does not differ 
greatly from those used for other purposes, such 
as P** for circulation studies, S** in wound heal- 
ing, and K*? in the study of potassium exchange 
in infants. These are, for the most part, beta 
emitters and of different half-life. 

It is quite well understood that the amount 
of thyroid uptake of the isotope will depend up- 
on the iodine hunger of the thyroid cell. Unless 
there is cellular hyperplasia there will be no in- 
crease in uptake. As indicated below, there is 
no increased uptake in nodular goiters, carci- 
noma, or papillary carcinoma unless iodine de- 
ficiency also is present. 

There has been some criticism about the use 
of I** in nodular goiter in children. It is felt 
that this may result in later carcinoma, and some 
cases have been reported in which this seems to 
have occurred. 


Presented before Section on Surgery, 119th Annual 
Meeting of the Illinois State Medical Society, May 20, 
1959. 
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If cholangiography is employed whenever the 
gall bladder or common duct is opened, the re- 
sults will be rewarding and will not be attended 
by the technical difficulties inherent in cystic 
duct cholangiography. 

It is emphasized that this technique must be 
available routinely to exploit its full value in 
an area notorious for its unpredictable anatomy. 
complex pathology, and relative inaccessibility. 


Use and Abuse of 


Radioactive Material 


Hurxthal believes that radioactive iodine 
should be used if it is taken up, but biopsy and 
surgery should be done first. Oschner feels that 
thyroid nodules should be removed and if a 
thyroid deficiency is present, it can be controlled 
by the proper use of thyroid extract.* 

Crile and Wilson report a case of carcinoma 
of the thyroid in which myxedema was induced 
by treatment with [*1. However, a low grade 
papillary carinoma was transformed into a high- 
ly undifferentiated, rapidly growing, autonomous 
cancer. However, in this case, existing metastases 
were well controlled. 

The use of radioactive phosphorus and sulfur 
in wound healing has demonstrated a concen- 
tration of these elements in the wound area in 
measurable amounts. But in no case has this 
interfered with the cellular physiology of the 
healing process. 

Christian and Talso studied exchangeable 
potassium in normal full term newborn infants 
by the oral administration of the isotope, K*?.* 
The urinary output for 24 hours was then 
studied with a scintillation counter. K*? has a 
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half-life of 12 hours and is a beta and gamma 
emitter. However, the amount given per me/kg. 
of body weight was well within accepted toler- 
ances (SB+G=0.1/51.7=1.9me/kg.). 

Various diseases of the thyroid, such as struma 
lymphomatosa (Hashimoto’s disease), invasive 
fibrous thyroiditis (Riedel’s struma), and granu- 
lomatous thyroiditis (DeQuerain) do not show 
any increase in uptake. However, the author has 
observed improvement in the latter disease 
through external radiation. 

The following listing shows the 24 hour I** 
uptake in certain thyroid conditions : 

15-40% 
over 50% 


Kuthyroidism 
Hyperthyroidism 


Hypothyroidism 5-15% 
Myxedema 0-5% 


‘A, 


Kuthyroid hypometabolism I 
Hyperthyroidism without hypermetabolism — | 
lodine deficiency goiter (colloid and nontoxic 


multinodular) N or D 
Diffuse exophthalmic goiter H 
Toxic nodular goiter H or N 


Struma lymphomatosa (Hashimoto’s disease) 
L-N 
Acute thyroiditis O or D 
Invasive fibrous thyroiditis (Riedel’s struma) 
Nor D 
Granulomatous thyroiditis (subacute thyroiditis) 
D or O 


«<<< 
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Irradiated thyroid (external radiation or radio- 


iodine) D or O 
Cretinism H or N 
Neoplastic goiters 

Adenoma N 
Carcinoma D or L-N 
SUMMARY 


It might be said that I’* is of some value in 
the differentiation of certain types of thyroid 
disease. It is of therapeutic value in the disease 
condition in which it is taken up by the gland, 
whether carcinoma is present or not. It might 
possibly be of danger in an occasional case 
wherein the isotope has stimulated the growth of 
an existing malignancy. It is not a dangerous 
drug to use, 
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An Evaluation of an 


Antihistaminic Drug in Children 


GitBert Lanorr, M.D., Cuicaco 


he desirability of administering a drug to 

children only once or twice a day instead of 
every three or four hours in liquid as well as 
tablet form, is well appreciated by both parents 
and patients. In this investigation an antihis- 
taminic preparation, Rynatan® in a palatable 
vehicle or tablet form, was administered to 220 
children between the ages of 4 months and 16 
years, during a six month period. 

The product is composed of prophenpyrid- 
amine, pyrilamine, together with phenylephrine 
as their tannate salts. Kile’, Lawler and Lim- 
peris*, Villanyi and Stillwater’, Simon‘, and 
Steller’, have previously evaluated this prepara- 
tion in the or tabule 

The double blind technique was used and the 


Attending Allergist, Allergy Clinic of the Children’s 
Memorial Hospital. This study was aided by grants 
from Irwin, Neisler & Co., Decatur, Illinois. 


TABLE’ 1 
PATIENTS’ EVALUATION OF RYNATAN 


Excellent Good Fair Poor 


Suspension A 


Suspension B 


Suspension C 
Tapules A 
Tabules B 


code was unknown to the physicians or personnel 
dispensing the drug. Three liquid preparations, 
labeled A, B, and C, were similar in color, tex- 
ture, and taste. Two tablets of similar appear- 
ance, labeled A and B, were compared in this 
study. 

All patients given these drugs had seasonal or 
perennial rhinitis. The preparations were given 
to the patients if they had allergic symptoms, 
and all patients were given the same medication 
during the period of this six month study. 

Suspension A was given to all new patients 
the first week of the study, suspension B the 
second week, and suspension C the third week. 
However, once the patient received suspension A 
he was kept on it for the duration of the study. 
Children who preferred taking the tablet form 
were given the drug in that manner. Some moth- 
ers wished to give their 2 or 3 year old children 
the drug in tablet form since they felt that it was 
an easier method for them to dispense. (Table 1 
and 2). 

During the six month period that the prepara- 
tions were given, the patients or parent reported 
to the physician each week on relief of symptoms 
and side effects. Clinical improvement was evalu- 
ated during this period. 


TABLE 2 
DOSAGE TABLE 


Number 
of 
Patients Dosage 


Range in Hours Average Number Length 
of Relief noted of Hours Relief of 
By Patients for Patient Time on Drug 


1 tsp. every 


Suspension A 6 to 12 hrs. 


6 months 


2-10 hours 6 hours 


1 tsp. every 


Suspension B 6 to 12 hrs. 


1- 7 hours 2 hours 6 months 


1 tsp. every 


Suspension C 6 to 12 hrs. 


1- 6 hours 4 hours montis 


1 tabule every 
12 hours 


Tabules A 


4-14 hours 8 hours months 


1 tabule every 


Tabules B 12 hours 


1-10 hours 2 hours months 
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Side effects of these preparations were not 
serious. Drowsiness was mild, except in two cases 
where tabules were administered (Table 3). In 
other instances it was difficult to ascertain wheth- 
er the complaint was a true reaction or actually 
part of the symptom complex of the existing 
pathology. Poor taste was reported by three chil- 
dren in each of the groups taking the suspension. 
No such comments were referred to the tabules. 

The results of this study failed to produce any 
clear-cut differences in therapeutic response be- 
tween liquid Rynatan suspension A, B, or C 
(a suspension of nontannate antihistaminics 
without the Durabond principle). However, there 
was evidence of more prolonged relief of symp- 
toms with suspension A as compared with the 
other two liquid preparations (‘Table 2). Suspen- 
sions B contained no active ingredients. 

The results of the therapeutic response with 
the tablets showed not only a higher percentage 
of excellent and good results with tabule A 
(Rynatan) as shown in Table 2, but a marked 
difference in the average number of hours of 
relief of symptoms (Table 2). 

In reviewing the over-all results, this study 
brought about the realization of the difficulties 
presented in the evaluation of any antihistaminic 
preparation used by young children, mainly be- 
cause allergic symptoms vary at different times 
of the day, week, and month, and because chil- 
dren with allergic rhinitis become so accustomed 
to their running nose problems they cannot pre- 


sent an accurate report. 
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TABLE: 3 
RYNATAN SIDE REACTIONS 


Suspension Tabules 
A B Cc A B 
Drowsiness 3 2 2 2 0 
Hives 2 1 0 0 
Itchiness 3 1 1 0 0 
Irritability 1 2 1 1 


Our conclusions, based on the more responsible 
older children, indicate that there is a clear-cut 
difference in the results of the group using the 
tabules; the duration of relief increased from 
two hours to eight hours with the Rynatan 
tabule. 


SUMMARY 


Rynatan, a Durabond process antihistaminic 
combination, was given to 220 children in a dou- 
ble blind study to show the results of therapy 
with sustained duration of activity, and to sub- 
stantiate evidence of previously reported low tox- 
icity, wide acceptance because of palatability, 
ease of administration, and value in the field of 
antihistaminic therapy. 
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The Position of the 
Mental Health Clinic in the Community 


Mavis ANN Smirtu, M.S.S., EXECUTIVE DirEcTOR* 


NATHANIEL S. ApTER, M.D., PsycHiaTric CONSULTANT 
ALIcE Bup.one, M.S.S., PsycuHiatric SociAL WORKER 
SAMUEL M.S., CLINICAL PSYCHOLOGIST 


he establishment of mental health clinics in 

communities where other public and private 
psychiatric facilities are not readily available is 
one of the results of our growing awareness of 
ihe impact of emotional problems upon people 
at all social, cultural, and economic levels. For 
the most part, civic-minded people have assumed 
ihe major responsibility of gathering public sup- 
port for the initiation of these clinics. Where 
such interest has been shown in Illinois, and with 
the consent of the local medical societies, the Illi- 
nois Department of Public Welfare has made 
substantial contributions to the development of 
these clinics and the training of their profession- 
al personnel. Once organized and established, 
with support from the local organizations such 
as the United Fund and Community Chest, the 
Illinois Department of Public Welfare nurtures 
and maintains their growth with additional 
funds. 

The purposes of this report are twofold: to 
describe the position of the Mental Health Clinic 
in the community, and to summarize the func- 
tions of the professional personnel working in 
the clinic. 


FUNCTIONS OF THE CLINIC 


The central position of the clinic in the com- 
munity is derived from its advisory functions to 
other agencies and its role as a distributing cen- 
ter for diagnosis and care of the emotionally ill. 
More specifically, the functions of the clinic are: 

(1) The urgent needs of the community are 


Presented at the March, 1959 Meeting of the Illinois 
Psychiatric Society, held at the Peoria State Hospital, 
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supplied by the clinic as a way station to and 
from the state hospital. Various individuals, in- 
cluding physicians and agencies in the commu- 
nity, request the clinic to determine whether or 
not a patient requires state hospital care. If 
hospitalization is advisable, clinic personnel pre- 
pare both patient and relatives for hospital ad- 
mission and frequently attend to the administra- 
tive details for hospitalization. After conditional 
discharge from the state hospital, the patient 
may be referred to the clinic for follow-up treat- 
ment. On the basis of the observations made by 
clinic personnel, the hospital superintendents and 
their staffs may then declare that the condition- 
ally discharged patient can be discharged uncon- 
ditionally. 

(2) The clinic provides psychiatric and psy- 
chological diagnostic aid to the practitioners of 
medicine in the community. In this connection, 
diagnostic consultation followed by psychiatric 
treatment, where indicated and when desired, 
are undertaken in conjunction and collaboration 
with the referring physician. 


(3) Persons with emotional problems who are 
known to local welfare agencies, including the 
Department of Public Welfare, Illinois Public 
Aid Commission, and the Community Chest 
Agencies also are accepted for diagnosis and 
tratement. 

(4) The clinic co-operates with the Special 
Education Departments of the local schools and 
colleges. Educational disabilities of emotional 
origin and organic brain impairment are the 
mutual concern of the school, community, and 
clinic. 

(5) The clinic also provides the local courts 
and probation officers with professional clinical 
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opinions regarding the potential management of 
juvenile offenders. 

(6) The clinic acts independently in relation 
to individuals in the community who refer them- 
selves for psychiatric evaluation and treatment. 


PROFESSIONAL PERSONNEL 
A: PsycH1atTRIC CONSULTANT 


The McLean County Mental Health Center 
has engaged a number of practicing psychiatrists 
as consultants, particularly psychiatrists with 
teaching experience in the large training centers. 
These consultants help formulate over-all medical 
and psychiatric policies and procedures of the 
clinic. They supervise the psychotherapeutic ef- 
forts of the personnel and help correlate the so- 
cial history and psychological data with the clini- 
cal findings for diagnostic and therapeutic pur- 
poses. The consultants conduct clinical interviews 
with patients so that the majority will be 
seen by a certified specialist in psychiatry. They 
also foster the professional development of the 
staff personnel through individual and group 
supervisory sessions in which therapeutic pro- 
grams for the patients are planned. 


B: Psycuratric Socran WoRKER 


The care of patients is co-ordinated by the 
three disciplines of psychiatric social work, psy- 
chology, and psychiatry. The psychiatric social 
worker in our Center has the first contact with 
the adult patient or with the parent referring a 
child. She helps them express their problems, 
what they have tried to do about it, and how 
failure to resolve the problems has affected the 
family. She evaluates the situation within the 
context of the culture of the community and of 
this particular family in it and makes initial 
judgments regarding the suitability of the clinic 
to the needs of the family and whether or not. 
their problems can be handled by the staff. She 
refers them to other agencies when this is indi- 
cated or desirable. She interprets to them how 
the staff functions in diagnosis and treatment. 
She provides an initiating experience with one 
member of the clinic team. 

All intake notes are reviewed by and are dis- 
cussed with a psychiatric consultant when neces- 
sary. The executive director, a psychiatric social 
worker who does all intake interviews, and the 
consultant co-operate in planning the next step 
for the patient. Determining factors are medical 
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status of the patient; the motivation and capac- 
ity of the patient to use the resources and serv- 
ices of the Center; and, the availability of per- 
sonnel to provide the necessary services. The 
training, experience, and work load of each 
member of the professional staff, as well as the 
community demands upon the Center, are taken 
into consideration in planning a psychothera- 
peutic program. 

The social worker also takes the family his- 
tory. At our clinic, the person presenting him- 
self for diagnostic study through an intake inter- 
view is interviewed twice before beginning work 
with the psychologist and psychiatrist. Attention 
is focused on the history of this person’s emo- 
tional interactions with people in his environ- 
ment. The worker discerns the patient’s attitudes 
towards his family and associates. She may also 
serve as a therapist. Supervision is provided by 
one of the consultants. Patients are assigned in 
accordance with the training, skill, personality, 
and interest of the worker. For instance, in our 
Center, play therapy with young children is done 
by the executive director under regular super- 
vision by a child psychiatrist. 

Another psychiatric social worker is respon- 
sible for the planning for all conditionally dis- 
charged patients and their families. She sched- 
ules appointments for them with the adult psy- 
chiatrists. She may also treat them on a sup- 
portive level under supervision. The frequency 
of therapeutic interviews varies with each pa- 
tient’s needs and abilities to use the services of 


the Center. 
C: PsyCHOLOGIST 


The main activities of the clinical psycholo- 
gist, diagnostic work and psychotherapy, are 
based upon a background of disciplined academic 
preparation, close and careful supervision by 
senior clinicians, and experience with a variety 
of clinical problems. In our Mental Health Cen- 
ter the clinical psychologist administers the di- 
agnostic devices used for the evaluation of intel- 
ligence, as well as projective tests for assessing 
personality. Before seeing the patient, the psy- 
chologist reviews the Intake Interview and the 
Social History. He also conducts a short clinical 
interview to establish rapport and obtain any 
further pertinent information. He notes the re- 
sponses to these questions, the predominant 
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attitudes, and signs of tension or anxiety. An 
intelligence test and a figure drawing test are 
administered during the first meeting. [f indi- 
cated, a test for brain damage also is done. Not 
only are the responses to the standard intelli- 
gence test items noted, but also the discrepancies 
in performance. The second meeting is devoted 
to projective techniques such as the Rorschach 
Method of Personality Study and The Thematic 
Apperception Test. If these are inadequate to 
establish a definitive judgment, other projective 
tests such as the Make-A-Picture-Story Test 
may be utilized. When all tests are scored and 
the material collated, a report is dictated and is 
comprised of the basic clinical problem, the eval- 
uation of intellectual abilities, an estimate of 
personality functioning, a formulation of the 
dynamic factors in the personality, and an over- 
all judgment of the prognosis for treatment. In 
the event that the patient is assigned to the 
clinical psychologist, the psychotherapy con- 
ducted by him is supervised by the consulting 
psychiatrist. 


THE CLINIC AND THE STATE HOSPITAL 


The clinic’s position between the community 
and the state hospital may be understood by con- 
sidering its work in connection with condition- 
ally discharged state hospital patients and their 
families. A psychiatric social worker carries the 
responsibilities for scheduling appointments 
with the doctors either for supportive psycho- 
therapy jointly with a physician or under super- 
vision. Mrs. A., for example, is a 40 year old 
farmer’s wife with four children. She was 
brought to the clinic by a friend who knew of 
her previous hospitalization and absolute dis- 
charge from “....” State Hospital. She was en- 
couraged to come to the center for revaluation. 
Psychiatric examination revealed the need for 
re-hospitalization. She and her husband were 
advised of this opinion and given a letter to the 
superintendent of the state hospital. When she 
was discharged from the hospital, Mrs. A. re- 
turned to the clinic for weekly or bi-weekly psy- 
chotherapeutic sessions with a social worker for 
about a year and a half. During this period she 
did not have to return to the hospital despite re- 
peated recurrences of depressive reactions. She 
eventually became more aware of some of the 
factors precipitating her emotional difficulties, 
recognized early symptoms, and grew more con- 
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fident of her capacities to meet them. Most im- 
portant, however, she became more able to seek 
and use the help of her husband in the manage- 
ment of herself, the family, and their farm. She 
was eventually referred to the Division of Serv- 
ices for Crippled Children for advice regarding 
medical care for her eldest daughter. The med- 
ical social worker co-operated with the school 
social worker in providing case work services for 
the girl until our patient was able to establish 
a more satisfactory relationship with her child. 
A second example was a 68 year old man with 
an agitated depressive reaction superimposed on 
cerebral arteriosclerosis who was brought to the 
clinie by his family. Three years ago, after he 
had relinquished his business to his eldest son, 
he had several periods of hospitalization, includ- 
ing six months at “——~” State Hospital. He 
was taken home by members of his family be- 
cause he was provocative and prone to getting 
himself injured. Mr. C’s son, an anxious, pre- 
occupied business man, now brings Mr. C. to 
each appointment. This may be their only mean- 
ingful contact. In the psychiatrist’s office, the 
son assumes the role of the interviewer and looks 
to the doctor for approval. He questions his 
father, he reassures him that he is getting better, 
and that the medicine he is taking is “safe, the 
newest, and best of its kind.” They speak in 
English but occasionally lapse into their foreign 
mother tongue. Mr. ©. is particularly pleased 
with the physician for reactivating his son’s in- 
terest in him and the reversal of father-son role. 
The clinical picture continues to be that of slowly 
progressive cerebral arteriosclerosis, but the de- 
pression and agitation are lessened. Motility, 
mannerisms, and facial expressions are increas- 
ingly flexible. Mr. C. is able to joke a little 
about his wish to feel young and is more inter- 
ested in external events. This patient has been 
able to maintain himself as his family has be- 
come more comfortable with him; their sense of 
guilt and irritability have been dampened by 
providing a key member with a helping role in 
association with an authoritative person. 


THE CLINIC AND THE COMMUNITY: 
SCHOOL AND CHURCH 


This clinical summary depicts the position of 
the clinic in relation to the community at large, 
the publie school system, the church and the 
family practitioner. A 31 year old housewife 
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Listed below, first in Chicago, and then alphabetically by 
cities throughout the state, are the poison control centers as of 
October 23, 1959. 

The most complete file index is maintained at Mercy Hospi- 
tal, Chicago, and is available for use on a 24 hour basis. 


Chicago 


Bob Roberts Hospital, Midway 3-0800 — ext. Mercy Hospital, Victory 2-4700 or Victory 
2744 2-7735 — ext. 10 


Children’s (Memorial) Hospital, Diversey Michael Reese, Calumet 5-5533 — ext. 2153 


8-4040 Mount Sinai Hospital, Crawford 7-4000 — 
Illinois Research Hospital, Monroe 6-3900 — ext. 89 

ext. 8153 or 291 Resurrection, Rodney 3-8000 
Little Company of Mary, Hiltop 5-6000 St. Lukes’ Hospital, Harrison 7-5000 — ext. 40 


Aurora Canton 
St. Charles Hospital Graham Hospital Association 
400 New York Street Phone 8714 210 West Walnut Phone 524 


urnham City Hospi 

ft Memorial Hospital 

North Park Drive AD 3-750 
Danville 
Berwyn Lakeview Hospital 

| MacNeal Memorial Hospital 812 North Logan Avenue Hickory 6-7200 

3429 South Oak Park Avenue GU 4-221] St. Elizabeth's Hospital 

‘ 602 Green Street Phone 2-6300 

Bloomington Decatur 

Mennonite Hospital 

A Decatur-Macon County Hospital 

Phone 3824-1 9490 North Edward Street Phone 8-4411 

St. Joseph's Hospital St. Mary's Hospital 


724 West Jackson Street Phone 4328-1 = 999 South Webster Street Phone 4326 


Cairo Effingham 
St. Mary’s Hospital St. Anthony's Hospital 


2020 Cedar Street Phone 2400 503 North Maple Street Phone 850 
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Evanston 
Community Hospital 
2026 Brown Avenue 


Evanston Hospital 
2650 Ridge Avenue 


St. Francis Hospital 
355 Ridge Avenue 


Granite City 


St. Elizabeth's Hospital 
2100 Madison Avenue 


University 4-9400 
Greenleaf 5-2500 
Davis 8-2200 


TR 6-2020 


Harvey 


Ingall’s Memorial Hospital 
155th St. & Page Avenue 


Highland Park 
Highland Park Hospital Foundation 
718 Glenview Avenue Idlewood 2-8000 
Hinsdale 
Hinsdale Hospital 
120 North Oak 
Joliet 


St. Joseph’s Hospital 
372 North Broadway 6-542] 


Silver Cross Hospital 
600 Walnut Street 


Kankakee 


St. Mary’s Hospital 
192 South 5th Avenue 


LaSalle 


St. Mary’s Hospital 
1015 O’Conner Avenue 


Libertyville 

Condell Memorial Hospital 

Cleveland & Stewart Avenue Phone 2-2900 
Lincoln 

Abraham Lincoln Memorial Hospital 

315 8th Street Phone 1362 


Normal 


Brokaw Hospital 
Franklin Avenue 


Pilgrim 8-6080 


Faculty 3-2100 


Phone 6-6101 


Wells 3-445] 


CApital 3-0607 


Phone 3823-1 


from the 


Olney 


Richland Memorial Hospital 
East Locust Street 


Ottawa 


Ryburn Memorial Hospital 
701 Clinton Street Phone 3100 
Peoria 
Methodist Hospital 
211 Northeast Glenn Oak Avenue 
Phone 2-6621 


St. Francis Hospital 
530-616 North Glenn Oak Avenue 


Phone 6-613] 
Peru 
People’s Hospital 
925 West Street Capital 33300 


Quincy 
Blessing Hospital 
1005 Broadway 


St. Mary's Hospital 
1400 Broadway 


Rockford 


Rockford Memorial Hospital 


Baldwin 2-3270 
Baldwin 3-1200 


2400 North Rockton WO 8-6861 

St. Anthony's Hospital 

1401 East State Street WO 2-3771 

Swedish-American Hospital 

1316 Charles Street WO 8-6898 
Springfield 


Memorial Hospital 

Ist and Miller Street 
St. John’s Hospital 

701 East Mason Street 


Phone 2-3361 
Phone 2-688] 


Urbana 


Carle Hospital 
602 West University Avenue 
EM 1-667] Ext. 561 


Waukegan 
Victory Memorial Hospital 
MAjestic 3-3000 
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with five children, the first of whom was born 
prior to her marriage, attributed her growing 
irritability, fatigue, crying spells, and suspicious- 
ness of neighbors to an anemic condition. With- 
out delving into the entire family situation, her 
physician, after a physical examination, recog- 
nized that many social and emotional actions 
were operating in the patient. He advised her 
and her husband to utilize the services of the 
clinic. She soon became aware that the guilt as- 
sociated with premarital sexual experiences had 
isolated her from her friends and church. For 
fear of exposing these experiences, she had not 
consulted various community agencies which 
could have assisted in providing special training 
for her two mentally retarded children. The hus- 
band knew of her illegitimate pregnancy and 
had superficially accepted it but had not been 
able, by virtue of his latent hostile and resentful 
feelings, to assume responsibility for directing 
the care of his children. The various workers in 
the clinic combined their efforts to uncover the 
sources of guilt and resentment in both partners 
so they could avail themselves once more of the 
community resources. As a consequence of these 
therapeutic efforts the patient and her husband 
re-established ties with the past. They rejoined 
the church they had left, relinquished the iso- 
lated social position they had assumed for de- 
fensive purposes, and the children were helped 
significantly when their parents eventually felt 
free to discuss their educational problems with 
members of the school system. 

The position of the clinic in relation to the 
internist and the state hospital is illustrated in 
the following example. Mrs. D., a 42 year old 
housewife who doted on her only son, developed 
nausea when he emancipated himself from her. 
She insisted that her husband take her from one 
physician to another in an effort to discover 
ihe organic origin of her symptoms. She per- 
nitted herself to undergo multiple physical and 
diagnostic examinations. As soon as she was told 
there were no abnormal findings, she and her 
husband would consult another physician. Final- 
ly, one physician suggested psychiatric evalua- 
tion. Both patient and her husband refused such 
a referral but consented to come to the clinic on 
condition that both would be examined. It soon 
became apparent that both members were hold- 
ing on precariously to tenuously compensated 
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personality structures. The patient dared not 
express her hostile revengeful feelings toward 
her impotent husband. He, in turn, made social 
demands on his wife to bolster his own fragile 
position. Uncovering therapy was contraindi- 
cated ; neither wished to explore their emotional 
problems. The patient was provided with an op- 
portunity for a supportive relationship while the 
husband’s defensive position was respected. He 
was helped to understand that some of his de- 
mands on his wife were unrealistic. In this set- 
ting, a chlorpromazine derivative was effective 
in ameliorating the symptom and in re-establish- 
ing a new level of relationship between them. 
This management has delayed or even prevented 
decompensation into a paranoid state in one or 
both partners. 


THE CLINIC AND THE BORDERLINE 
PATIENT 


The work of the clinic differs from that of the 
private psychiatric practitioner or the large psy- 
chiatric hospital or training center. Our clinic 
population is fairly heavily weighted at both 
ends of the age range; geriatric and pediatric 
psychiatry play an important role. In between 
are a large group of “as if” characters, ambula- 
tory schizophrenics and schizoid personalities. 
The majority use their continuing contacts with 
clinic therapists in a symbiotic and identificatory 
manner. They obtain sufficient support from 
what is most often a minimal contact to main- 
tain themselves in the community. The “as if” 
characters live only in relation to another person 
with whom they identify. They present ego-dis- 
tortions of high caliber and are entirely unable 
to find any sense of identity unless they are pro- 
vided with a possibility of engaging in a rela- 
tionship with the therapist. 

Miss A. and Mrs. B. are examples. Miss A. is 
a 19 year old girl referred by a dermatologist be- 
cause he felt that she was in need of psychiatric 
care and possibly hospitalization. He had treated 
her for a skin disorder which appeared after she 
had been placed on a tranquilizing drug pre- 
scribed by another physician. Miss A. is the 
eldest child of a professional couple who have 
moved frequently from city to city to obtain new 
and better positions. The patient felt constantly 
uprooted. Her only relationship, predominantly 
autistic, had been with a high school student. 
After their graduation she moved to this commu- 
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nity to be near him. She even sought employment 
where he worked and told the company person- 
nel that she wished to be near him. She had eight 
jobs in three months. She identified with the 
woman therapist who saw her at intake and con- 
tinues to see her weekly. Now the psychiatrist 
and the social worker see her together once a 
month so that she has some contact with an older 
man. She has now held one job for two months. 
She is maintaining herself financially, has ac- 
cepted dates with other men, and behaves more 
realistically in all her other endeavors. She made 
some moves to join a church and the Y. W. C. A. 
after she asked for information about making 
other social contacts. 


Mrs. B., a 36 year old woman, was referred to 
the Center by a friend who was a patient here, 
and whom she had idealized. She complained of 
inability to manage her children and herself, 
and to make a success of her marriage. She is 
afraid of her destructive impulses, especially in 
relation to her children. She had been in private 
psychotherapy before but terminated when she 
married Mr. B. She is an only child whose care 
was shifted from mother, to father, to grand- 
mother when the parents were dissolving their 
marriage. She felt her father was “alcoholic but 
lovable” though he “took pleasure in tricking 
her” as a child. She said her mother and grand- 
mother “hollered” to get their way. She does 
likewise, but now she wants to live in a way more 
“acceptable to worthwhile people.” She has 
identified herself with a series of civic-minded 


women of greater education and social status and 
feels lost and rejected when these women with- 
draw from frequent contact with her. She is en- 
raged by her husband’s preoccupation with his 
job and hobby. She requests and resents his con- 
trol over household arrangements. She was en- 
couraged to come for weekly interviews but has 
not been able to keep them consistently. With dis- 
continuous supportive therapy she has been func- 
tioning fairly well. During absences she becomes 
anxious and fights with her husband or children. 
She then telephones, expecting an immediate 
response from the therapist and resents the need 
to observe the regular clinic hours. The prog- 
nosis is not good. Our goal is to help her main- 
iain herself in her home. 


CONCLUSIONS 


The general functions of the Mental Health 
Center as well as the general activities and func- 
tions of the various members of the team have 
been described. All of these activities are sub- 
sumed within the psychiatric team framework. 
The liaison functions of the Mental Health Cen- 
ter have been presented in some samples of our 
daily work. The Mental Health Center receives 
referrals from various agencies and is in turn 
responsible for referring clients to the various 
social agencies within the community. Patients 
are encouraged to utilize the facilities of these 
agencies. The Mental Health Center really is the 
general practitioner of psychiatry and as such 
is available for consultation to medical practi- 
tioners in the community. 
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CASE REPORTS 


\ tx is a report of two patients with active 

rheumatoid arthritis in whom rupture of a 
portion of the triceps surae muscle group was 
observed. Muscle rupture in general appears to 
be an uncommon complication of this disease 
and such involvement of the calf muscle group 
in particular. It has been described only once 
previously.* Both patients reported here were 
women and muscle rupture occurred spontane- 
ously, in contrast to the preponderance of men, 
in whom such ruptures generally of traumatic 
origin, are most frequently observed. 

Case 1: In a 25 year old white woman, the 
initial manifestations of rheumatoid arthritis 
appeared in November 1955, during the fourth 
month of her first pregnancy. Within three weeks 
following delivery her arthritis became worse 
rapidly, involving in particular the small joints 
of the hands and feet, the knees, and the wrists. 
She was treated with bed rest, salicylates, and 
penicillin on the basis of a diagnosis made else- 
where of rheumatic fever. In January 1957, she 
was first seen in the outpatient department of 
the University of Chicago Clinics and the diag- 
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nosis of rheumatoid arthritis was established. 
She was mildly anemic, her ESR was 50 mm./hr. 
and her sheep cell agglutination test was positive 
in a titer of 1:1024. She received steroid therapy 
with dramatic relief of symptoms and some re- 
gression of the objective changes of her disease. 
This remission continued until August 1957, 
when recurrence of pain and swelling in the left 
knee and ankle joint was observed. At this time 
she was in the second month of her second preg- 
nancy. 

In September 1957, the patient reported the 
devolopment of a mass in the calf muscles of her 
left leg. Several weeks previously she had become 
aware of an ache in the left calf on walking, and 
examination of this area by her husband re- 
vealed the presence of an orange .sized tender 
mass in the area. This lump was tender to palpa- 
tion for a week or so, but she was then generally 
asymptomatic save for the occasional sense of a 
heavy feeling in the area. There had never been 
any discoloration, rash, hemorrhage, or evidence 
of local inflammation. No history of trauma 
could be elicited and the only unusual exertion 
she had indulged in was a prolonged shopping 
tour shortly before the mass became evident. On 
examination of this area in the clinic a lump, 
approximately 6 cm. in diameter, was seen pro- 
truding from the posterior aspect of the left calf 
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Figure 1. Calf muscle rupture, left leg. Case 1. 


just below the popliteal fossa. It did not pulsate, 
nor was it unusually warm, cystic, or inflam- 
matory in nature. It had the consistency of the 
gastrocnemius muscle below it and hardened 
when the calf muscles were made to contract. It 
was only slightly tender to palpation. X-ray ex- 
amination of the area revealed no evidence of 
significant soft tissue or bone disease aside from 
the manifestations of rheumatoid arthritis in the 
adjacent knee joint. Biopsy was not permitted. 
Consultation with the orthopedic surgery service 
confirmed the opinion that this mass represented 
a rupture or herniation of a portion of the calf 
group of musculature. It was not possible on 
neurological examination to establish which of 
the triceps surae was involved. The Achilles re- 
flex was retained and leg power was not impaired. 
The mass disappeared slowly in the following 
eight weeks without treatment and without resid- 
ual disability. Photographs of the left leg, show- 
ing lateral and posterior views at the time the 
mass was first examined in the clinic, are shown 
in Figure 1. 

Case 2: This 56 year old white woman had a 
history of recurrent active rheumatoid arthritis 
dating back to 1940. She first received steroid 
therapy in 1953 and this form of treatment con- 
tinued in various forms and dosages to the pres- 
ent time. In addition, she had suffered from 
rheumatic heart disease with mitral stenosis and 
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insufficiency for many years. Because of persist- 
ent angina and the appearance of signs of frank 
heart failure, thyroid ablation with radioactive 
icodine was achieved in 1954. Subsequently she 
was continued in a moderate hypothyroid state 
as determined clinically and by determinations 
of the basal metabolic rate. Her arthritis had 
been only mildly active in recent years although 
it was not possible to lower her steroid medica- 
tion below 10 mg./day of prednisone without 
exacerbating her disease. In January 1958, she 
presented with complaints of the spontaneous 
development of a swelling in her left calf which 
was painful on walking. No antecedent history 
of trauma or unusual exertion could be elicited. 
On examination, a fusiform swelling could be 
seen in the upper portion of the left gastroene- 
mius. There was no heat, pulsation, fluctuancy, 
bruit, edema, discoloration, inflammation, or 
evidence of hemorrhage in the area. The swelling 
was tender to deep palpation, and hardened when 
the calf muscles were were made to contract. 
The Achilles reflex was equal bilaterally. X-ray 
of the area revealed no significant soft tissue or 
bony abnormalities. Except for slight pain on 
walking there was no physicai impairment. No 
treatment was advised and in a subsequent clinic 
visit in May 1958, the mass had disappeared 
without leaving any residual disability. Photo- 
graphs of the left leg, showing lateral and pos- 
ierior views at the time the swelling was first 
examined clinically, are shown in Figure 2. 


Figure 2. Calf muscle rupture, left leg. Case 2. 
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DISCUSSION 


Major muscular rupture or herniation is an 
-yceedingly uncommon complication of rheuma- 
toid arthritis. The subject is dealt with only 
cursorily, or not at all, in the standard texts and 
reviews on this disease.2° This seems surprising 
in view of the muscle pathology that has been 
deseribed frequently in this disorder.*°!? It 
seems credible to attribute these two muscular 
incidents more or less directly to some predispos- 
ing local consequence of the rheumatoid disease 
itself, for two reasons; 1) both subjects were 
women, and 2) the apparent absence in either 
case of any significant trauma or exertional epi- 
sode. In contrast, muscular rupture in all other 
circumstances is observed predominantly in 
males and can in most instances be related to di- 
rect muscle trauma, abrupt excessive effort, or 
unusually directed force of exertion. The possible 
relation between steroid hormone therapy, hypo- 
thyroidism, the degree of rheumatoid activity in 
terms of possible severity (Case 1, onset during 
pregnancy) or chronicity (Case 2) and the de- 
velopment of muscular disruption in these pa- 
tients remains speculative. The complication ap- 
pears self-limited and requires no specific thera- 
Py: 
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SUMMARY 

Two women with rheumatoid arthritis are re- 
ported, in whom spontaneous rupture of a por- 
tion of the calf group of muscles was observed. 
This complication itself is exceedingly rare and 
the physical impairment produced in these sub- 


jects was minimal and transient. 
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Clinical-Surgical Conferences 


Moderator: 

Rosert J. FREEARK, M.D. 
Director of Surgical Education 
Cook County Hospital 


Discussants: 

ALFReEp A. Strauss, M.D. 

Senior Attending Surgeon, Louis Weiss, 
Michael Reese, Franklin Boulevard, and 
Mount Sinai Hospitals 

Kart A. Meyer, M.D. 

Emeritus Professor of Surgery, Northwest- 
ern University Medical School, Medical Su- 
perintendent of Cook County Institutions, 
and Chief of Surgery, Columbus Hospital 


Dr. Robert J. Freeark: I know of no problem 
in all of surgery that requires greater maturity 
of judgment and exacting technical skill than 
the management of a bleeding peptic ulcer. A 
large charity hospital such as this encounters 
many of these cases, often complicated by count- 
less associated disease processes that only mag- 
nify and intensify the seriousness of the condi- 
tion. The resultant morbidity and mortality rates 
often are alarming. 

We are fortunate in having with us today to 
discuss the problem, two surgeons whose experi- 
ence in this field is perhaps unparalleled, cer- 
tainly so in this part of the country. Dr. Strauss 
and Dr. Meyer have fathered many of the current 
techniques and teachings of gastric surgery. 
Their vast clinical experience with the varied 
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Bleeding Peptic Ulcer 


Department of Surgery 
Cook County Hospital 


ramifications of the problem in both private and 
charity patients can hardly be surpassed. 

Dr. Strauss has for many years pursued an 
active surgical practice at a number of promi- 
nent hospitals in this city. He was one of the 
first to champion gastric resection in the treat- 
ment of duodenal ulcer. His early achievements 
with this procedure were not well received by the 
surgical world in general, and I think its ac- 
ceptance as an established treatment for peptic 
ulcer is a tribute to his foresight and courage. 
He is a most ingenious man whose contributions 
and accomplishments in all phases of surgery 
have received world-wide recognition. We look 
forward to hearing his disqussion today. 

Dr. Meyer needs no introduction to this audi- 
ence. His inspiring role in this hospital, in the 
medical community of Chicago, and in surgical 
thought and practice in this country are well 
known to all. Throughout the nearly 50 years he 
served as medical superintendent and chairman 
of the surgical staff at Cook County Hospital, 
his major field of interest was management of 
peptic ulcer and its complications. Few men — 
whether scientists, surgeons, teachers, or admin- 
istrators can equal his contributions to the 
welfare of people suffering from this disorder. 
Case 1. 

Dr. James Apostol (Surgical Resident) : This 
59 year old white male was admitted to the med- 
ical service with a three day history of tarry 
stools associated with marked weakness. No ab- 
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dominal pain, nausea, vomiting, or change in 
howel habits were present. There was no previous 
ulcer history. For 40 years, his aleoholic intake 
had been moderate to heavy. 

On physical examination the patient was found 
to be somewhat obese. He was alert and co-opera- 
tive but extremely weak and pale, with a temper- 
ature of 99.6° F., pulse rate of 108 per minute, 
blood pressure 132/60 mm. Hg., and tachypnea. 
The liver was three finger-breadths below the 
costal margin, firm-and not tender. Spider nevi 
were present over the chest, with absence of hair. 
The stool was black and positive 4+ to benzidine. 
Hematocrit was 15%. 

He was given three units of blood in the first 
12 hours, and the hematocrit was then 21%. 
Emergency barium enema, requested because of 
the clinical suspicion of lower intestinal bleed- 
ing, was negative. The patient vomited three 
times after admission and the emesis was 0 to 
1+ for benzidine. A Levine tube was inserted, 
with the subsequent return of coffee ground ma- 
terial that contained free acid and tested 4+ to 
henzidine. At this point, 18 hours after admis- 
sion, the patient was transferred to the surgical 
service. After the fourth unit of blood had been 
administered, the hematocrit was 15% and he 
began passing dark red blood per rectum in large 
amounts. Four more units of blood were given 
rapidly, and he was taken to the operating room 
24 hours after admission and after receiving a 
total of eight units of blood. 

Dr. Freeark: We have selected this case be- 
cause it is quite typical of the bleeding patient 
seen in this hospital. The history was negative 
for uleer. The stigmata of cirrhosis were present, 
but we thought this was not a bleeding esophag- 
eal or gastric varix because of the absence of 
fresh blood in the stomach. We offer him to you 
as a diagnostic and therapeutic problem. With- 
out giving you the operative findings we would 
be interested in your management of this case 
in particular and of bleeding ulcer in general. 

Dr. Alfred A. Strauss: I would agree that this 
patient probably was not bleeding from the 
esophagus or stomach because of the absence of 
hematemesis and significant amounts of blood 
in the nasogastric tube return. Therefore, we 
would have to conclude that the bleeding was 
from the duodenum or farther down the intesti- 
nal canal. Duodenal ulcers sometimes give a 


for January, 1960 


hemorrhage such as this without pain, dyspepsia, 
or even nausea to suggest their presence. 

There is one other condition that could possi- 
bly account for this type of bleeding and that 
is hemangioma in the small bowel. This possibil- 
ity is realized only after a sad and bitter experi- 
ence with it. In the early days, Dr. Leon Bloch 
and I operated upon a supposed bleeding ulcer. 
I did a resection but the man kept on bleeding 
and had tarry stools. This operation was done on 
a Monday and on Friday I brought the patient 
up again and opened him under local anesthesia. 
The chronic duodenal ulcer I had removed previ- 
ously had not been the source of the bleeding 
because on second exploration I found a heman- 
gioma five inches down the jejunum. This was 
simply excised and the bleeding stopped. I have 
run into this four times in my experience, so I 
call your attention to the fact that while you can 
have duodenal ulcer, you also may find some 
other source of bleeding below the point of the 
ulcer. You all know about Meckel’s diverticulum, 
but that is uncommon in adults. It comes more 
often in the first 10 or 12 years of life. I would 
not expect any evidence of coffee ground mate- 


rial in the Levine return from Meckel’s divertic-. 


ulum. 

As for the character of the bleeding, in my 
experience I would not look upon tarry stools 
as meaning necessarily bleeding from an ulcer. 
Once in a while there is a severe hemorrhage 
from a point in the cecum and the stool appears 
tarry. The fact that this man had tarry stools, 
however, suggests first a bleeding point in the 
duodenum. Bleeding from the stomach usually 
is associated with vomiting. I think this patient 
has a duodenal ulcer with a small hemangioma 
or other condition in the small intestine a remote 
possibility. I agree with your prompt surgical 
intervention when faced with evidence of con- 
tinued blood loss. What did you find ? 

Dr. Freeark: At surgery the stomach was nor- 
mal in its external appearance. The duodenum 
also appeared normal on its anterior surface. 
There was evidence of cirrhosis of the liver but 
none oi portal hypertension. On careful palpa- 
tion of the second portion of the duodenum a 1 
cm., chronic ulcer on the posterior medical duo- 
denal wall could be felt through the anterior 
wall, and this was readily accepted as the cause 
of bleeding. How do you handle this problem of 
low lying postbulbar ulcer ? 
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Dr. Strauss: I would like to answer you this 
way: L had an interesting case many years ago, 
a patient who was having tarry stools. She was 
deeply jaundiced and in stupor from loss of 
blood. We transfused her but got nowhere. She 
came out of her stupor but sank back in. We ex- 
plored her and found a large penetrating ulcer 
in the region of the duodenal papilla, with in- 
filtration and obstruction of the common duct. 


T slit the anterior duodenal wall so I could attack 
it directly (today I would not be as heroic as I 
was in 1920). I excised the ulcer, put a small 
sound through the common duct to be certain 
I had not occluded its outlet. I then transected 
the duodenum above the ulcer and anastomosed 
the open end of the duodenal stump to the gall 
bladder to relieve the jaundice. We then per- 
formed a posterior polya type of gastric resection 
and gastrojejunostomy. Her liver was cirrhotic 
and about one-third normal size. Jaundice cleared 
rapidly and we have followed this patient for 
over 20 years. The most unbelievable thing is 
how that liver must have regenerated. I would 
not be so heroic today. 


In patients with duodenal ulcer low down and 
with severe bleeding you must try to arrest hem- 
orrhage first and then do a resection, if the pa- 
tient can tolerate it. If not, just stop the bleed- 
ing and wait for a better time to do a subtotal 
resection. You cannot depend on the resection 
alone to stop the bleeding. 

Dr. Freeark: If it is technically impossible to 
remove an ulcer in this location, would you be 
content with controlling the bleeding and omit- 
ting definitive ulcer surgery? 

Dr. Strauss: If I have a severe gastric ulcer 
with the patient in bad condition, I believe either 
in excising the ulcer or throwing a ligature 
through it to stop the bleeding. Then close up 
and go in later for resection. With our usual 
duodenal ulcer penetrating deeply into the pan- 
creas, if the patient is in good shape and you 
can do a resection, then I mobilize the duodenum 
below the ulcer, strip up the proximal duode- 
num, leave the ulcer bed on the pancreas, and 
close the relatively normal duodenum just below 
it. This is not possible with ulcers in the second 
portion of the duodenum. 

Dr. Freeark: Dr. Meyer, you must have run 
across postbulbar ulcers that bleed. Will you 
give us your observations ? 
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Dr, Karl A. Meyer: Postbulbar ulcers of this 
type are rare and cannot be resected. I remember 
one patient who had been explored with this type 
of picture and the surgeon did not find an ulcer 
and did not resect. They are easy to miss. In 
this patient, symptoms were severe but they were 
the combined symptoms of ulcer plus gall blad- 
der disease in the same patient. Ulcer distress 
often was associated with jaundice. When you 
have this combination of severe ulcer symptoms 
and evidence of biliary tract disease, you must 
suspect a postbulbar ulcer with inflammatory in- 
volvement of the common bile duct. A high gas- 
tric resection, leaving the ulcer present, will con- 
trol this problem. If the ulcer is bleeding, I 
would control it with ligatures and then resect 
above it. 

Dr. Freeark: Dr. Strauss, how do you feel 
about barium study of the stomach and duode- 
num in the patient who is actively bleeding? Has 
this been helpful ? 

Dr, Strauss: I think barium study is a mis- 
take in these patients. 

Dr. Meyer: I disagree. We use barium study 
in every case where we are uncertain of the diag- 
nosis. We have never observed any complications 
from it and we have achieved a high percentage 
of accurate diagnoses. 

Dr. Frederic A, de Peyster (Attending Sur- 
geon): In what percentage of cases have you 
found this study to be of value in pinpointing 
the uleer? We have had some experience and it 
has not been satisfactory. The ulcers either are 
shallow or multiple and we have not been able 
to demonstrate them. 

Dr. Meyer: We are satisfied with the radi- 
ologist’s results when the ulcers are large craters. 
In those with multiple superficial erosions it is 
almost impossible to get a satisfactory study but 
you may find evidence in most of these cases of 
severe gastritis because such cases usually have 
multiple bleeding points and may suggest the 
need for continuing conservative therapy. 

Dr. Freeark: What should we have done if we 
had not been able to palpate the ulcer? Would 
you recommend a gastric resection? Should we 
open the stomach and search? Should we open 
the duodenum and search? Or should we back 
out? 

Dr. Meyer: Today in this type of bleeding the 
opinion would be in favor of a gastric resection 
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and I think that would be the conservative thing 
o do — a 75 per cent gastric resection. 

Dr. Freeark: Would you precede it with gas- 
irotomy ? 

Dr. Meyer: Sometimes you have to. Some- 
times there is an ulcer or erosion high up and 
you discover it only at the time of gastrotomy. 
If the stomach is full of blood clots I would do 
a gastrotomy to evacuate it and inspect its inte- 
rior. 

Dr. Strauss: I am interested, Karl, in your 
enthusiasm for preoperative X-ray study. We 
have not used barium in patients with acute hem- 
orrhage. I think probably in our type of work 
we see more cases with hemorrhage who have a 
previous ulcer history. But if there is no previ- 
ous history, it has been our practice, if we think 
ihe hemorrhage is from the duodenum or stom- 
ach, to open the patient. If we find no signs of 
ulcer, I do not hesitate to open the anterior wall 
of the stomach. In some cases we have found 
hemangioma or small bleeding tumor that is not 
malignant but causes bleeding. If nothing is 
found, I do not hesitate to open the duodenum 
and look for it there. There are very few ulcers 
that you do not see on the outside. In some of 
those erosions on the anterior wall in young peo- 
ple you can see very little on the outside of the 
duodenum and you can see the bleeding site only 
by opening the duodenum. In our experience 
this has done no harm. You can do this, go in 
and look around, and find the lesion and do no 
more harm than with an X-ray examination. 

Dr. Freeark: If you opened the stemach 
through a wide gastrotomy incision and found 
no apparent bleeding source, would you resect 
that stomach ? 

Dr. Strauss: I would open the duodenum to 
look for hemangioma or polyp. I would go right 
down to the ileocecal valve to look for the bleed- 
ing site. 

Dr. Freeark: Suppose all of it is negative? 

Dr. Strauss: Where there has been a lot of 
bleeding and if the patient is in good condition, 
you are better off doing a resection. I think the 
chances of saving the patient’s life are better 
by doing a resection than to just put him back 
to bed because many of them will lose their lives 
the next week from another hemorrhage. 

Dr. Freeark: In this patient we did what Dr. 
Strauss has suggested. The duodenum was 
opened longitudinally at the site of the ulcer, 
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avoiding the area of the first portion. By holding 
the wall apart, two sutures were placed in the 
ulcer to control hemorrhage, the duodenum was 
closed longitudinally, and a 75 per cent gastric 
resection was done with closure of the duodenal 
stump and a Billroth II gastrojejunostomy. The 
longitudinal duodenal incision was below the 
area of duodenum turned in for stump closure. 
The patient is now nine days postoperative and 
has continued to do well without evidence of 
further bleeding. 

Dr. de Peyster: Dr. Strauss, you have indi- 
cated that there are two aspects to the treatment 
of hemorrhage: (1) control bleeding, and (2) 
if the patient is in good condition, do a definitive 
procedure to prevent subsequent recurrence. You 
further stated that if the patient were in poor 
condition you would close after controlling the 
bleeding and would perform an elective opera- 
tion later, usually subtotal resection. My ques- 
tion is this: In a poor risk patient after the 
bleeding is controlled, would you in the case of 
postbulbar duodenal ulcer consider vagotomy and 
gastroenterostomy or some other drainage proce- 
dure as definitive ulcer surgery ? 

Dr. Strauss: No, I would not. I think Dr. 
Meyer has done many vagotomies but I have 
done only a few. I may be a little slow but when 
this thing first came out, I thought it would take 
eight to 10 years or longer to find out just what 
the end results of vagotomy and gastroenteros- 
tomy would be. The follow-up of our stomach 
group (not done by the surgeon but by the medi- 
cal men) showed that in somewhere between 90 
and 95 per cent of the patients, subtotal gastrec- 
tomy was a satisfactory operation. As long as it 
is so satisfactory, I will not go to some other 
form of procedure until 10 or 15 years have 
elapsed when we are assured there is something 
better. There is no use in everybody experiment- 
ing with this new idea. As for pyloroplasty and 
gastroenterostomy, it takes little more surgery 
to do a subtotal resection and it is a much safer 
procedure from the standpoint of the patient’s 
having a permanent cure. 

Dr. Freeark: Dr. Meyer, does vagotomy have 
any place in the treatment of an acutely bleeding 
ulcer ? 


Dr. Meyer: I rarely utilize vagotomy in the 
treatment of an acutely bleeding ulcer. If the 
patient were very thin and I were reluctant to 
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do a high gastric resection, I might do a lesser 
resection and protect it with a vagotomy. I be- 
lieve there are occasions when vagotomy and 
pyloroplasty may be applied to poor risk patients 
who will not tolerate a resection. In any circum- 
stances, however, the bleeding point must be ac- 
curately controlled by ligature. 

Case 2. 

Dr. Richard Grossman (Surgical Resident) : 
This 14 year old Negro female entered Cook 
County Hospital on May 4, 1958, with com- 
plaints of epigastric pain, hematemesis, and me- 
lena. History revealed previous difficulties of a 
similar nature since the age of 8. Hospitaliza- 
tion and radiologic study at that time confirmed 
the presence of a duodenal ulcer as the cause of 
a severe episode of abdominal pain. Ulcer man- 
agement was instituted and was continued spo- 
radically since that time. The first admission to 
Cook County Hospital was in 1951 for hypo- 
chromic anemia. Gastrointestinal complaints 
were not elicited at that time. In 1956, she was 
readmitted for hematemesis and weakness, and 
again in 1957. On both occasions she was in 
mild shock and required blood transfusions to 
restore hematocrit of 15% and 22% respectively. 

Physical examination at the present admission 
was not remarkable except for evidence of moder- 
ate anemia. The patient appeared to be well de- 
veloped but poorly nourished. Minimal epigastric 
tenderness was elicited on deep palpation. The 
stool benzidene was 4+ and hematocrit 17%. 
Subsequent gastric analysis with histamine 
revealed 70 units of free hydrochloric acid, 
although the unstimulated specimen contained 
little acid. 

Dr. Freeark: These are the X-ray films ob- 
tained at the time of the patient’s last admission. 
Throughout all her admissions to this hospital, 
ulcer would be demonstrated at one time and 
not at the next and these recent films were vari- 
ously interpreted as showing ulcer and not show- 
ing ulcer. They were not particularly helpful in 
our decision. She had had several episodes of 
bleeding, a pain picture compatible with ulcer, 
but without the marked hyperacidity expected 
in a patient so young. The surgical department 
was asked to provide definitive care for this pa- 
tient. Dr. Meyer, do you think she needed sur- 
gical care and what would you recommend ? 

Dr. Meyer: I suspect she received surgical care 
all right. Once a careful internist feels that med- 
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ical management has failed or has become im- 
practical, he will seldom have difficulty convine- 
ing his surgical colleague of this fact. Often the 
surgeon has reached this conclusion long before. 

Here is a girl of 14 with a long history of 
pain, hematemesis, melena, and anemia. She has 
required repeated hospitalizations and periodic 
blood transfusions. While in none of her bleed- 
ing episodes does it appear that her life was in 
grave jeopardy, there is little doubt that for most 
of her last six years she has been in poor health. 
The normal activities of adolescence are not eas- 
ily pursued when the hematocrit is 200, abdomi- 
nal pain is present, or the limitations of strict 
medical management are imposed. 

The patient has been described as well devel- 
oped but poorly nourished. Presumably she has 
reached her maximum growth, despite dietary 
restrictions and chronie blood loss. She enters 
now with acute upper gastrointestinal hemor- 
rhage. Many such cases are admitted here with 
this problem. When they bleed they become 
frightened and the much needed but avoided 
hospitalization becomes mandatory. Spontaneous 
arrest of hemorrhage permits time for diagnostic 
studies and intensive preoperative preparation. 
They should not greatly influence your decision 
in this case. Previous studies have demonstrated 
a logical cause of this patient’s difficulty and it 
should be dealt with accordingly. This patient 
should be operated upon. I would be conserva- 
tive only in my choice of surgical procedure. I 
favor a vagus resection combined with removal 
of the distal half of the stomach. 

It is not the problem of recurrent ulcer that 
concerns us here so much as the postoperative 
symptoms that may develop. Radical subtotal 
gastrectomy will certainly control the ulcer dia- 
thesis, but in a poorly nourished 14 year old 
girl it may seriously impair both digestion and 
nutrition. By preserving a major portion of stom- 
ach and protecting that otherwise inadequate re- 
section with a complete vagotomy, I believe re- 
currence will be rare and recovery hastened. 
Vagotomy with gastroenterostomy might be ade- 
quate, but she has many years ahead of her in 
which to develop a new ulcer, and I would feel 
more protection is provided the bleeding ulcer 
patient if a portion of stomach is resected and 
the gastrointestinal continuity restored by a Bill- 
roth II gastrojejunostomy. To prevent this girl 
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from having recurrent bleeding, she should be 
operated upon with a conservative procedure. 

Dr. Freeark: What are the implications of a 
relatively normal acid as opposed to severe hy- 
peracidity in your choice of procedure ? 

Dr. Meyer: With a patient of this age and a 
normal acid, I would favor a conservative proce- 
dure even more strongly. But if the patient has 
high acid and marked retention, especially exces- 
sive night secretion with high acid content, I 
would elect to do a 75 per cent resection. In very 
severe hyperacidity | would do a vagus resection 
at the same time. In my private patients at 
Columbus Hospital just as at Cook County Hos- 
pital, we advocate a complete gastric acid survey 
in all weer patients. On this may depend the 
type of resection we are going to do, whether it 
is high or a lesser resection with vagectomy. 

Dr. Freeark: Dr. Strauss, what would your 
observations be on the management of this pa- 
tient ? Did we wait too long? 

Dr. Strauss: I would not criticize the waiting 
in this case. I have operated on five cases of 
duodenal ulcer in children ranging in age from 
10 to 16 years. Curiously, four were in girls. 
All were large indurated ulcers with severe symp- 
toms of obstruction, bleeding, or unremitting 
pain. I did not do as high a resection in them as 
I would have if they had been older. I took off 
a little more than half. I really am a novice 
when it comes to vagotomy, having little experi- 
ence with the procedure. I have been conservative 
in accepting it, but I have an open mind and 
some day I may start doing vagotomy, but I 
will wait until I see the results. I do vagotomy 
now where I have recurrent ulcer following sub- 
total resection. I have one case in whom the late 
John B. Murphy had performed a gastroen- 
terostomy. This was in the days when simple 
gastroenterostomy was an acceptable procedure. 
The patient came to me with symptoms similar 
to a dumping syndrome. I explored the patient, 
found no evidence of ulcer, and took down the 
gastroenterostomy. Within a short while my 
judgment was proved wrong, when she developed 
a large duodenal ulcer. I reoperated and did a 
resection. About six months later she developed 
a gastrojejunal ulcer. I then did a re-resection. 
Some time later I had to carry out a third re- 
section which was combined with a Witzel feed- 
ing jejunostomy, before the ulcer diathesis was 
controlled. Surprisingly, she recovered and did 
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well for many years after that. Perhaps this was 
a candidate for a vagotomy. I do not want you 
to think that I do not have an open mind. Maybe 
in a year or so I will follow these teachings of 
Dr. Meyer. 

Dr. Freeark: Our exploration of this patient 
revealed an unimpressive but obvious anterior 
duodenal scar suggestive of previous anterior 
wall ulcer. However, the ulcer was not striking 
in its apparent chronicity or in its degree of 
scarring. Her hematologic status had been care- 
fully evaluated and there seemed to be no detect- 
able bleeding tendency to account for the fre- 
quent episodes. We did a vagotomy and a 40 to 
50 per cent gastric resection. She had an unevent- 
ful course and in the past year has had no fur- 
ther bleeding or pain. 

Dr. Robert Baker (Director of Blood and Par- 
enteral Therapy, Cook County Hospital) : How 
would you handle the acutely bleeding juxta- 
esophageal ulcer that cannot be removed without 
total gastrectomy ? 

Dr. Strauss: Usually those are severely bleed- 
ing ulcers and present difficult therapeutic prob- 
lems. I would like to cite a classical case from 
my own experience. The patient had bled severe- 
ly and I suggested that we operate at once and 
not wait, but the attending medical man said 
that we should wait. So at 4 a.m. I was called 
back to the hospital. I excised this ulcer near 
the cardia and the patient got well. The point 
is that a gastric ulcer up there usually has more 
blood supply than in other parts of the stomach 
and will bleed profusely. These patients should 
be opened up and explored carefully. If nothing 
more, make a wide open gastrotomy incision and 
excise the ulcer. You have to do something. 

Dr. Freeark: How do you feel about taking 
out ulcers in the first portion of the duodenum ? 

Dr. Meyer: This is unnecessary if you have 
controlled the bleeding. Efforts to remove these 
ulcers increase the possibility of a blowout of 
the duodenal stump. This is one of the most 
serious complications that can occur in gastric 
surgery. If you try to reconstruct the duodenum 
after the stump has blown out, the patient will 
die. The simplest thing to do is make a subcostal 
incision and put down a Chaffin tube and you will 
save most of those patients. We had a patient who 
was operated upon who had been up and about 
for 14 days and then the duodenal stump blew 
out. We put in subcostal drainage with a tube 
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and he was all right. Some time later he blew 
out the second time and we did the same thing. 
That is the most serious technical complication 
you have, and the place to prevent it is in the 
operating room. 

Dr. Freeark: What measures do you take to 
protect the duodenal stump ? 

Dr. Strauss: I take the free edge of omentum 
end suture it with interrupted sutures over the 
whole suture line. I also use a firm rubber tube 
as a drain. 

Dr. Freeark': How do you feel about a catheter 
in the duodenum for a controlled fistula ? 

Dr. Strauss: I have not done that. I have 
heard other men talk about it but I have not 
done it. 

Dr. Meyer: I never do it. Incidentally, Dr. 
Nelson Percy reported that first. When we have 
a difficult case we close the stump as securely as 
possible, insert a Chaffin tube down to Morrison’s 
pouch, and connect it to a source of continuous 
suction. That usually will handle any trouble 
should a blowout occur. Closure of a duodenal 
stump can be very difficult and I advise the resi- 
dents to utilize this tube with continuous suction, 
keeping the tube away from the line of duodenal 


C.V. data in nonagenarians 


The absence of hypertension and cardiac en- 
largement in the very old may be due entirely 
to the nonsurvival of the hypertensive individ- 
uals. However, other factors may contribute to 
reduction of blood pressure in old age. These 
many be neurogenic, particularly sympathetic 
nervous system influences on vasomotor tone and 
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closure. Many people make the mistake of placing 
a drain down onto the duodenum. Keep away 
from the duodenal stump itself. Otherwise you 
will produce a fistula that is largely man made. 
The tube belongs in that recess between the up- 
per pole of the kidney and the under surface of 
the liver that is adjacent to the stump. 

Dr. Nicholas Capos (Attending Surgeon) : 
This is a rare occasion. We are honored to have 
with us Dr. Strauss and Dr. Meyer who are the 
real pioneers of modern gastric surgery. Most of 
us were not born or were wearing diapers when 
they were developing the current surgical tech- 
nies we utilize today. I have enjoyed this discus- 
sion immensely. 

Dr. Meyer: Dr. Strauss and I graduated in 
the same year [1908] — he from Rush Medical 
College and I from the University of Illinois. 
We have been close friends for 52 years, and we 
have been keen competitors in surgery of the 
stomach. Dr. Strauss’s first work in surgery of 
the stomach was for pyloric obstruction; in fact, 
I believe he once transplanted fascia from the 
thigh to repair a surgically created defect in the 
pylorus in some of those early cases. He is the 
real pioneer in gastric surgery. 


peripheral resistance, humoral factors associated 
with nephrosclerosis, and increased emotional 
stability in sheltered environments for the aged. 
The frequency of low serum cholesterol and 
elevated blood sugar levels suggests the effect of 
dietetic factors. Norman N. Frenkiel, M.D. 
Cardiovascular Data in Thirteen Nonagenarians. 
Geriatics Sept. 1959. 
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EDITORIALS 


The voice of the patient 


The patient’s voice in the form of public opin- 
ion determines to a great extent the type of re- 
search that will be conducted on a national level. 
William McPeak, vice president, Ford Founda- 
tion, made this clear at the dedication of Stan- 
ford’s new medical center in Palo Alto. The pa- 
tient’s voice is “amplified” by organizations pub- 
licizing one particular disease, by philanthropies, 
and by government agencies. These voices swell 
into a vast chorus of dread and fear. Stress is 
placed on a dramatic disease even though — like 
polio — it may not be widespread, and on the 
big killer, list like heart disease and cancer. 

In the same talk Mr. McPeak took the medical 
profession to task by stating that the voice of 
the patient was not always heeded in the office 
of practicing physicians. His complaint brings 
home one of our basic problems in public rela- 
tions and none of us can disregard such criti- 
cism. 

Most physicians are so sensitive about com- 
plaints that reflect incompetence and excessive 
fees they have forgotten the very thing the public 
wants to cherish and preserve — that old doctor- 
patient relationship. The physician should do all 
in his power to preserve his part of the relation- 
ship. 

Mr. McPeak strikes at the heart of the prob- 
lem by criticizing us for fostering our sense of 
personal convenience in the office, home, and 
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hospital. We are obsessed with the idea that no 
one but ourselves is busy and that everyone 
should wait for us. This might be true in an 
emergency but nowadays, more than 90 per cent 
of our work is elective or in the realm of preven- 
tive medicine. 

This situation is not necessarily gross neglect 
of the feelings of our patients; in many in- 
stances, it is mismangement such as making too 
many appointments at the office for the same 
time. An office full of patients was good show- 
manship in the past but is now regarded as poor 
management by business executives and provides 
animunition for those who want state medicine. 

Mr. McPeak believes also that many patients 
regarded unnecessary hospitalization as a way of 
arranging things largely for the physician’s con- 
venience. The history, examination, and labora- 
tory test could be done in the office but it takes 
time. Hospitalization is one way for the busy 
physician to see more patients and do a more 
thorough job. But it has obvious repercussions, 
especially when Blue Cross refuses to pay the 
bill and interns get discouraged because they 
must perform services that should be done by 
the attending physician. 

He also objected to “the patient’s dependence 
upon the doctor’s expertise.” The physician’s air 
of knowing all the answers is revolting to some 
patients, especially to those who are intelligent 
and over the years have accumulated knowledge 
from reading scientific reports in newspapers, 
magazines, and books. Our public relations might 
improve if we were a bit franker concerning the 


33 


4 


limits of medical science and admitted that prog- 
ress takes place so rapidly it is difficult to keep 
up with the latest remedy. 

“Patients feel subordinated by the doctors not 
only medically but also personally. In many doc- 
tors’ offices they feel like ciphers. Too often their 
doctors strike them as either insensitive or indif- 
ferent. Anyone knows of several poignant. inci- 
dents resulting from the attitude of doctors in 
modern practice and hears of many more. It is 
unnecessary to repeat them. What undoubtedly 
is involved is the personality change in the man 
who is becoming more and more the specialized 
scientist. With specialization, there necessarily 
follows a narrowing of the base for human con- 
tact. No one doubts that the shift in medicine 
has brought more gains than losses, but it cannot 
be said too often that the gains do not permit 
us to ignore the losses, especially when the losses 
are so much in the patient’s sphere. We must 
remember what medical care is all about and 
that the word care has a human, as well as a 
technical meaning.” 

These criticisms — right or wrong — are eas- 
ily corrected. This is grass roots public relations 
in its basic form. There is no doubt that some 


people feel the same way about the medical pro- 
fession as does Mr. McPeak. It is much easier to 


change a few attitudes than to change an entire 
way of practicing medicine such as these patients 
may enforce through government intervention. 


< > 


The coronary hunting and 
fishing club 

President’ Eisenhower has many physicians 
in addition to those assigned officially to super- 
vise his heart problem. Some of these armchair 
authorities are men of extensive experience ; oth- 
ers are not M.D.’s but laymen who profess medi- 
cal ability. 

One of the main issues in the President’s care 
is concerned with his varied physical activity, 
particularly his participation in sports. His re- 
creations include golf, fishing for trout, and 
quail hunting. His official physicians undoubted- 
ly approve of this form of exercise and presum- 
ably most of his armchair doctors concede it has 
been beneficial. His record has certainly done 
much to “liven up” the many coronary patients 
in the United States whose restrictions were so 
heavy in past years. Whether all coronary pa- 
tients can pattern their hunting and fishing ac- 
tivities on Mr. Eisenhower’s record is another 
problem. The electric golf cart has eliminated 
most of the exercise and strain of golfing. 
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Many internists and cardiologists advise their 
coronary patients to develop an exercise program 
within the limits of their individual capacity and 
hunting and fishing often are included. It is 
not uncommon to encounter an old coronary pa- 
tient in one of the many duck camps up and 
down the river. We cannot refrain from thinking 
of the possibility of a second coronary while out 
in the duck blind on a good duck day — which 
means bad weather. Should this misfortune oc- 
cur, and his companions are on the ball, they 
won’t walk the patient to the club house in the 
wind and snow. Probably they couldn’t improvise 
a litter to carry him but help should be sought 
as rapidly as possible. This means whisky, a 
physician if there’s one in the party, a litter, 
and pushers to carry the patient to a waiting 
ambulance and thence to the hospital and stand- 
ard medical care. The same rules would apply to 
fishing and other types of hunting. 

Some coronary patients should never hunt or 
fish. Experience has indicated, however, that 
nearly all patients recover from their first coro- 
nary attack (uncomplicated) and are readily 
rehabilitated to reasonable levels of physical ac- 
tivity. If the hunter has survived two coronaries, 
or even three — and this is not unusual — he 
should be assayed carefully by his physician as 
to his capacity and ability to hunt and fish. Not 
all hunting and fishing is as arduous as handling 
a heavy 12 gauge shotgun in a duck blind or wad- 
ing a rocky river with a fly rod and accessory 
gear. 

An old hunter might well be advised to con- 
tent himself with dove hunting with a rocking 
chair on the shady side of a pig house with his 
favorite grandson to spot the incoming birds, 
then shooting them with a 20 gauge Winchester 
21. The grandson could retrieve the birds for 
him and for the younger one’s effort he would be 
rewarded by words of wisdom on how to handle 
a gun safely and how to hunt. You can fish from 
a boat with a fly rod so light the effort is no more 
than that of saluting a passing friend on the 
street. If the cast is successful, landing the catch 
is a feat well within his muscle power. Again, 
you can teach the young, when physical prowess 
must be limited. 

Summing up the evidence, it would appear 
that a heart attack does not deprive the heart 
patient of hunting and fishing after he has been 
rehabilitated. He must learn his limits, however, 
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through his physician and his own experience 
and keep within them. He must be temperate 
and have selective judgment about where he goes 
to hunt and fish. But the period of caution does 
not end with the hunt. At the end of the day he 
must remember to count the jiggers of Bourbon 


that go into his glass. 
Chauncey C. Maher, M.D. 


« > 
A co-operative venture 


The Chicago Maternity Center is the largest 
outpatient obstetrical clinic in the United States. 
It is an example of how several agencies co-oper- 
ate to furnish the community with an indispen- 
suble service. Any large medically indigent popu- 
lation that lives in a congested urban area pre- 
sents problems in regard to obstetrical care 
that are magnified by ignorance and racial dif- 
ferences, 

Two-thirds of the Center’s patients are regis- 
tered and receive prenatal care at the Center 
or in a clinic of a referring agency. These are 
women who, for one reason or another, prefer 
to deliver their babies at home. Many find it 
difficult to provide supervision for their families 
during hospitalization. About 200 such women 
deliver in their homes each month. 

In addition to the registered patients, the Cen- 
ter cares for 75-100 unregistered women each 
month. These mothers have had little or no pre- 
natal care and many have delivered unattended 
before the Center is called. Infant mortality is 
higher in this group, due largely to an increased 
number of premature births. 

Patients unsuited for home care are hospital- 
ized chiefly at Chicago Wesley Memorial Hospi- 
ial because of a joint program between this hos- 
pital and the Center. This assures continuity of 
care to the patient and teaching for the residents. 
However, other private hospitals and Cook Coun- 
ty accept patients when it is necessary. 

Two to three clinics are held daily at the Cen- 
ter, including prenatal, postnatal, pediatric, 
medical, and gynecological clinics. They are 
staffed by qualified physicians, board certified in 
their respective specialties. 

The Center is not only a service, but a teach- 
ing agency; every case is used for teaching pur- 
poses. Living in are residents, assistant residents, 
medical students, and nurses. The residents 
aspire to board certification and are part of a 


35 


ire 
nts 
ALS 
er- 
air 
th- 
(li- 
ire 
‘e- 
ad 
d- 
n- 
aS 
1e 
ts 
l- 
| 


joint program participated in by Northwestern 

University Medical School, Chicago Wesley Me- 

morial Hospital, and the Chicago Maternity 

Center. On this service, residents spend one year 
and assistant residents, six months. All of the 
senior medical students from Northwestern Uni- 
versity Medical School and the Chicago Medical 
School spend two weeks at the Center. A paid 
instructor supervises the resident personnel and 
teaching seminars are held on Wednesday and 
Friday of each week. 

Gn the nursing staff are eight nurse-midwives. 
Some hold master’s degrees from Columbia or 
Yale Universities and all are registered nurses 
who have had special obstetrical training in a 
midwife program. These nurses do not deliver 
babies, but are helpful in teaching obstetrical 
techniques. 

The chief advantage derived from home deliv- 
ery by the student is the opportunity to assume 
some “responsibility, to observe and follow labor 
throughout its course by abdominal and rectal 
examination, and to deliver a baby. A student 
averages from eight to 10 deliveries during his 
stay at the Center. 

The volume of deliveries, from 3,000 to 3,600 
per year, provides residents and assistant resi- 
dents with a variety of pathology, which are chal- 
lenges from the standpoint of diagnosis and 
management. 

Michael Reese Hospital sends a pediatric resi- 
dent to the Center for one month’s training. 
Most of the babies who are hospitalized go to 
Michael Reese. This again assures continuity of 
care and teaching. 

The greatest danger threatening the life of the 
woman who delivers at home is hemorrhage. The 
Michael Reese Blood Bank furnishes the Center 
with plasma and blood for transfusions, which 
help save maternal lives. In extreme emergen- 
cies, transfusion is given without cross-matching. 
In the past year, two patients with spontaneous 
rupture of the uterus and one with abruptio 
placentae were transfused en route to the hospi- 
tal. All lived. 

The Visiting Nurse Association gives post- 
partum care and at one month of age, the babies 
are referred to a clinic of the Infant Welfare 
Society or the Chicago Board of Health. 

The Center is a fine example of how a group 
of medical students, physicians, and nurses — 
working under the supervision of trained per- 


sonnel with the co-operation of other clinics and 
hospitals — can maintain an excellent maternal 
and infant mortality rate in a home delivery 
service. The Center has delivered 14,600 consecu- 
tive mothers in the home without obstetrical 
death. A few referred to hospitals for delivery 
have died and in these cases, the Center shares 
the responsibility with the patient and the hos- 
pital. The neonatal death rate for the first nine 
months of 1959 was 13 per 1,000 live births. 

A 10 year study of the infant mortality rate 
at the Center (1945-1955) reveals some interest- 
ing facts. Under the same conditions of delivery 
care, the Negro child survives as well as the 
white child. The optimum birth weight for sur- 
vival for each is eight pounds. The death rate 
of the premature Negro baby is less than that of 
the white premature, but twice as many 10 
pound negro infants are lost as white infants. 

The Chicago Maternity Center is a private 
charity financed by individual donations and the 
Community Fund of Chicago. The anticipated 
budget for 1960 is $300,000. In the first six 
months of 1959, the Center cared for over 2,800 
individual patients, either in the home or in the 
clinies. 

Beatrice EK. Tucker, M.D. 


Committee on impartial 
medical testimony 

Since the United States District Court 
adopted impartial medical testimony, the chair- 
man of the Council appointed the following com- 
mittee to have charge of the various aspects of 
this procedure : 

Samuel A. Levinson, chairman; Newton Du- 
Puy, Arthur F. Goodyear, Percy E. Hopkins, 
Richard J. Bennett, Aaron Kanter, LeRoy H. 
Sloan, Norman Robert, Wright Adams, Clinton 
Compere, Roland McKay, Harold Voris, Roger 
Harvey, Ken Roper, Vivian Siegel, John Condon, 
and Warren Young. In addition, the president 
and president-elect of the ISMS and the CMS 
will serve also on this committee as ex officio 
members. 

All panel physicians who are to appear as 
impartial witnesses will be selected carefully and 
will be outstanding men in their fields. 
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Unpaid bills 

There are many ways to collect bills and to 
weed out the poachers. The old-timers were 
known for their charity but condemned the dead- 
beat who neglected his responsibility. The follow- 
ing notice, issued by Dr. Z. Hickman and associ- 
ates of Benton some 82 years ago, was submitted 
to Dr. Lull by the Benton attorney, R. E. Hick- 
man, a son of Dr. Hickman. 


To THe Pustic 


We, the undersigned physicians of Benton, 
request all persons indebted to us, by note or 
account for services rendered prior to Jan. 1, 
1876, to call and settle within thirty days, by 
paying part in cash and the balance in pro- 
duce or secured note. 

All able-bodied persons, whose accounts 
have been running from one to five years, fail- 
ing to settle, as above requested, with any one 
of us to whom they may be indebted, will 
positively be refused further medical atten- 
tion until their accounts are settled. 

All persons who are physically unable to 
work, and who are financially unable to pay 
us, shall receive our services FREE OF CHARGE: 


provided, the county will pay for the medicine 
furnished. 


All ague medicine must be paid for in cash. 
If you will come forward and discharge your 
obligations, by settling your accounts it will en- 
able us to do likewise. 
Z. HicKMAN 
A. G. Orr, 
J. SMITH, 
W. D. Burress, 
G. B. Hosuir. 


< > 


Medicine on postage stamps 

Recent issues of postage stamps of medical 
philatelic interest include the following: 

Argentina—Three distinguished medical sci- 
entists are shown on stamps in connection with 
the 21st International Congress of Physiological 
Sciences in Buenos Aires: William Harvey, Eng- 
lish discoverer of circulation of the blood ; Claude 
Bernard, French endocrinologist; Ivan P. Pav- 
lov, Russian winner of 1904 Nobel Prize in phys- 
iology and medicine. 

Finland—A set of three semipostals, showing 
flowers, was issued for the benefit of the nation’s 
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antituberculosis work. 

France—A 20f commemorative pays tribute 
to the fight against polio and publicizes vaccine. 
It shows a boy throwing away his crutches. A 
“Famous Men” series includes a 30f plus 10f 
stamp with a portrait of Marie F. X. Bichat, 
French anatomist and physiologist. Two Red 
Cross semipostals honor Frenchmen for their 
work in education of the blind and deaf and 
dumb. 

Germany (Eastern)—T'wo stamps commemo- 
rate the 200th anniversary of the birth of the 
poet, Frederich Schiller, a physician as well. 

Germany (Western Berlin)—A 2pf stamp 
honors Schiller. 

Korea—The World Health Organization em- 
blem is superimposed on the United Nations 
emblem on a 40h stamp. 

New Zealand—The 1959 health stamps _pic- 
ture birds in color. 

Peru—Four airmails commemorate the cente- 
nary of the birth of Daniel Alcides Carrion 
Garcia, considered a martyr to Peruvian medical 
science. Included in the designs are protraits of 
Carrion, and of Hipolito Unanue, regarded as 
father of Peruvian medicine. The facade of the 
old San Fernando Medical School also is pic- 
tured. 

Philippines—Two sets of semipostals were is- 
sued to publicize the antituberculosis campaign. 

Poland—A “Famous Scientists” series of six 
stamps includes portraits of Nicholas Copernicus, 
Polish physician who gained fame as an astron- 
omer; Louis Pasteur, discoverer of pasteuriza- 
tion; and Charles R. Darwin, who although not 
a physician had studied medicine and who gave 
to the world his theory of evolution. Two other 
stamps commemorate the International Espe- 
ranto Congress. One bears the portrait of Isaak 
Zamenhof, physician, who created Esperanto. 

United States—Dr. Ephriam McDowell, Ken- 
tucky surgeon who in 1809 performed the first 
oophorectomy on record, is pictured on a 4¢ 
stamp. 

The 100th anniversary of the Battle of Sol- 
ferino, Italy, the horror of which led Jean Henri 
Dunant, Swiss humanitarian, to found the Inter- 
national Red Cross, has been commemorated by 
additional postal issues, including the following: 

Chile—Two values show the portrait of Dun- 
ant. 

Greece—An attractive set of seven stamps was 
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issued in connection with the opening of the 
25th International Red Cross Congress in 
Athens. The designs include a bust of Aescula- 
pius, a picture of Hippocrates’ famous plane 
tree at Kos, a portrait of Dunant, and a picture 
of the Good Samaritan in color. 

Tran-—Two stamps show a white banner and 
figures symbolic of the Red Cross. 

Korea—Two stamps commemorate the cente- 
nary of the Red Cross and the 10th anniversary 
of the founding of the Korean Red. Cross. 

Pakistan—Two stamps commemorate the cen- 
tenary. 

Poland—Three stamps honor the centenary of 
the International Red Cross, the 40th anniver- 
sary of the Polish Red Cross, and the 15th an- 
niversary of the Red Cross in the Polish People’s 
Republic. 

Togo-—Three stamps honor the Red Cross. 


< > 
Editorials from other journals 


The crumbling cordon of 
confidentiality 


If a claimant is denied a benefit under social 
security or disability insurance he is entitled to 
see the medical report on which this denial is 
based. This puts the doctor on the horns of a 
dilemma. If he refuses to issue a statement, his 
patient may be denied any benefit. If he issues 
a truthful statement which the patient can look 
at, this may cause ill will between doctor and 
patient. The physician under these circumstances 
might be tempted to say: “A plague on both 
your houses.” 

While such a reaction is understandable, it is 
not in accordance with a doctor’s responsibili- 
ties. Furthermore, this is merely one more aspect 
of third part coverage. A large proportion of 
doctors’ bills today are paid by third parties: 
Blue Shield, Veterans Administration, labor 
union insurance plans, retirement boards, wel- 
fare agencies, and the like. If these agencies pay 
the bill they want to know the diagnosis. There 
is no escape from this. It is unlikely that we are 
ever going to see any return to the days where 
most people paid doctors out of their own pock- 
ets and thus assured themselves of a truly pri- 
vate relationship. 

Perhaps this will lead to a kind of medical 
double talk. You cannot brand the patient a 


malingerer because he may see your report. So 
you say instead that you are unable to find any 
medical evidence to account for the symptoms. 
It is possible to designate alcoholism under a 
euphemism and even venereal diseases can be 
described in long medical terms that seem much 
less stark than syphilis and gonorrhea. But these 
are only subterfuges. 

To collect your bill, you fill a form. This is 
delivered to an office where a mail clerk opens 
the envelope and glances at the form. It then is 
carried to an “In” basket and reviewed by a 
clerk at a higher echelon. It reaches another tray 
where a reviewing authority validates the pay- 
ment of the bill or relays the form to a medical 
official for determination. And So Mr. Mayor’s 
hemorrhoids or Miss X’s trichomonal vaginitis 
are thus noted by a bevy of clerks. 

A citizen’s health is not the only aspect of 
life where private affairs can become public dis- 
plays. Any one can get your name from your 
automobile license tag. In some places, com- 
muters carry tickets with their pictures and ad- 
dresses. And your income, once a secret between 
man and wife, is now on record so that a corps 
of clerks may cluck over it. 

Once there was built a dike of confidentiality 
between doctor and patient. It is not coincidence 
that the words “confidence” and “confidential- 
ity” sound so much alike. The dike is crumbling ; 
there is no escape from the fact that he who pays 
the piper calls the tune. J. M. Soc. New Jersey 
Oct. 1959. 

< > 


Council meeting minutes 
FIRST MEETING 

The regular December meeting of the Council 
was held Saturday noon, December 12, 1959 at 
the LaSalle Hotel, Chicago, with the following 
present: O'Neill, Hamm, Burdick, Clark, Red- 
mond, Adams, Portes, Piszezek, Dooley, Endres, 
Reisch, DuPuy, Goodyear, English, Montgomery, 
Fullerton, Klein, Oldfield, Oblinger, Mirt, Ben- 
nett, McCarthy, Hopkins, Compton, White, 
Neece, Hamilton, Limarzi, Mr. James Worthy, 
and Frances Zimmer. 

Dr. Montgomery, as chairman of the Council, 
read the following tribute to Dr. Camp: 

Harotp M. Camp, M.D. 
1885-1959 

“Today, as we gather to consider matters vital 

to the future of the Illinois State Medical Soci- 
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ety and of medicine in Illinois, there is a vacant 
chair. That chair will be difficult to fill because 
it has been occupied for 35 years by a man whose 
memory will be cherished and whose works will 
be long remembered by all who have come to 
know him. 

“Dr. Harold M. Camp, Secretary of the Ili- 
nois State Medical Society since 1925, Treasurer 
since 1942, and Editor of the Illinois Medical 
Journal since 1941, passed to the Great Beyond 
on October 17, 1959. 

“Unwilling to admit any knowledge of his 
terminal illness, he labored until a few days be- 
fore his death. This was as he would have it. 

“Dr. Camp was born in Brooklyn, Schuyler 
County, Ill, July 24, 1885. He was a son of the 
late Dr. Julian E. Camp, who devoted a half 
century to administering to the ills of mankind. 
The son was to follow in the footsteps of his 
father, and to imprint his name indelibly upon 
the history of medicine in Illinois. 

“Harold Camp obtained his medical degree 
from Northwestern University Medical School 
in 1909. In June of 1959, he was given the Uni- 
versity’s Merit Award ‘in recognition of worthy 
achievement which has reflected credit upon 
Northwestern University and her alumni.’ 

“After interning at the Englewood Hospital 
in Chicago, he took up the practice of medicine 
in Monmouth. The gentleness of his disposition, 
the simplicity of his manner, and his skill as 
a physician quickly endeared him to his patients. 

“Organized medicine early commanded the at- 
tention of this remarkable man, first at the coun- 
ty level, then at the state and national plateaus. 
As a delegate, a councilor, and as secretary-treas- 
urer, he gave more than 40 years of his profes- 
sional life to the welfare and growth of the Illi- 
nois State Medical Society. He was a pillar of 
strength throughout that period. 

“Dr. Harold Camp is dead, and there is a 
great void in our organization. However, he 
leaves with us the memory of a man whose 
untiring efforts helped to raise the standards of 
medicine in Illinois and who was one of the 
strongest champions in the fight against the 
intrusion of socialized medicine. This is our her- 
itage, and should be an inspiration for unselfish 
conduct of all of us in the trying days that are 
ahead of us.” 

Dr. Fullerton asked that this tribute be read 
to the members of the House of Delegates. 
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Dr. E. V. McCarthy was given the privilege of 
the floor by the chairman. He reported a mem- 
bership case which occurred at the time he was 
chairman of the membership committee for the 
Chicago Medical Society. The physician in ques- 
tion was voted into membership by the CMS, 
reported to the office of the ISMS, and sub- 
sequently reported to the AMA. It was Dr. 
McCarthy’s opinion that the original action 
taken by the CMS Council was not in order. 
He stated that he felt the action of the ISMS 
was taken in good faith, and desired only the 
privilege of reporting his opinion in the case. 
He felt that the Council should look into the 
matter and see if the Constitution and Bylaws 
of the state society were followed. Dr. McCarthy 
was assured that the Council would take the 
matter under consideration. 

MOTION: (Fullerton-Piszezek) that the min- 
utes of the October 11 Council meeting be ap- 
proved as mailed to members. Motion carried. 


COMMITTEE ON MEDICAL SERVICE & 
PUBLIC RELATIONS 

Dr. Hamilton reported briefly on the activities 
of the Committee on M. S. & P. R. The crash 
program organized and spearheaded by the com- 
mittee against the Forand type legislation has 
gone on in good fashion. Meetings have been held 
in all but about 10 counties — primarily those 
counties where there are only 8 to 10 members. 
The men are being urged to attend meetings in 
nearby areas. Dr. Hamilton commended Oblin- 
ger, Scott, Neal, and Mirt for the assistance 
given the committee. 

The questionnaires which have been returned 
have been tabulated on IBM cards (courtesy of 
Blue Shield — Robert Evans). Of the approxi- 
mately 9,500 which were mailed out, 3,854 have 
been returned, or about 40 per cent. Most replies 
were to Questions No. 1 and No. 2. These indi- 
cated that 82 per cent of the physicians were in 
accord with the AMA proposal to take care of 
the problem, and that 86 per cent were prepared 
to go along with a Blue Shield payment in full 
plan. It was the feeling that the physician should 
not, and cannot, assume this burden unless all 
other segments of the medical care team were 
willing to accept lower compensation. 

The median of what was considered low in- 
come in the development of a plan for those 65 
or over approximated $2,500 yearly for an indi- 
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vidual and $3,500 for a family. No compilation 
was made of opinions concerning modest re- 
sources as many physicians confused this with 
income. 

Question No. 4 was “What fees would you 
agree to accept that you believe are commensurate 
with the income and resources of this group of 
persons? (payment in full).” This had three 
subsections. However, only the first subsection, 
concerning the acceptance of a Blue Shield Med- 
ical-Surgical Plan, received enough answers to 
provide a significant return. Opinions were ex- 
pressed in 2,378 replies (61 per cent). Of these, 
2,171 were agreeable to co-operate with such a 
plan and 207 were not. 

Fifty per cent of the returns came from Cook 
County, 47 per cent from counties outside of 
Cook, and 3 per cent either failed to state the 
county or listed more than one. 

Dr. Hamilton stated that his committee had 
not had the opportunity to develop a recommen- 
dation relative to the $150 million bond issue 
for the Department of Public Welfare, nor to 
make a report on the relative value study. 

He would recommend that a committee be ap- 
pointed to go into the problem of relative value 
and report on this question. There was some dis- 
cussion relative to the entire picture and relative 
to the thinking at the AMA level. 

MOTION: (Goodyear-O’Neill) that the Coun- 
cil appoint a committee to study and report to 
the Council on the relative value study. Motion 
carried. 

The Committee on Medical Service and Public 
Relations will be relieved of this responsibility, 
and the new group will function as a committee 
on information so that all phases of the ques- 
tion can be discussed. The Ad Hoc Committee, 
headed by Dr. Hopkins, has been working on the 
task of securing an administrator and a public 
relations director. A firm has been employed to 
process the applications of candidates and to 
make recommendations in both the field of ad- 
ministrator and public relations director. This 
is a report of progress and no action is needed. 


ANNUAL MEETING COMMITTEE 

Dr. Lull reported for Dr. Lorne Mason as 
chairman of the Annual Meeting Committee. 

(1). That a special committee be appointed 

by the Council for the purpose of developing the 

scientific programs for the General Assemblies. 
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This committee is to be composed of nine meni- 
bers, three appointed each year for a term of 
three years, with the president, president-elect, 
and immediate past president, ex-officio. 

MOTION: (English-DuPuy) that the council 
approve the recommendation, Motion carried. 

(2). MOTION: (Piszezek-Endres) that a 
flyer be sent to all members of the Society for the 
1960 annual meetir Motion carried. 

(3). This recommendation is being given con- 
sideration — that the Council and/or the House 
of Delegates consider a fall meeting of this So- 
ciety. 

(4). MOTION:  (Piszezek-Fullerton) that 
the Council authorize the development of scien- 
tifie movies for the 1960 meeting, and that Dr. 
Coye C. Mason be asked to serve again as chair- 
man of this activity. Motion carried. 

(5). MOTION: (Endres-Fullerton) that the 
secretary contact the Academy of General Prac- 
tice relative to credit rating for the 1960 an- 
nual meeting, and that publicity be given either 
the Class I or Class IT rating established. Motion 
carried. 

(6). MOTION: (English-Portes) that the 
meetings of the House of Delegates be held as 
follows: Ist meeting — Monday evening, May 
23; 2nd meeting —- Wednesday morning, May 
25; 3rd meeting — Thursday morning, May 26. 
Motion carried. 

(7). MOTION: (Piszezek-Adams) that the 
secretary secure the services of an exhibit man- 
ager to work with the commercial exhibitors dur- 
ing the 1960 annual meeting. Motion carried. 

(8). MOTION: (Fullerton-Portes) that 
prizes be given for registration at commercial 
exhibit booths as was done last year, that a com- 
mittee be appointed to purchase the prizes, and 
that $500 be allocated. Motion carried. 

(9). MOTION: (Endres-Fullerton) that the 
Auxiliary be asked to assist with the annual din- 
ner. Motion carried. 

(10). MOTION: (Fullerton-Portes) that the 
Committee on Medical Service and Public Rela- 
tions be asked to have a luncheon meeting Tues- 
day noon with the Committee on Medical Testi- 
mony. Motion carried. 

(11). There is a definite need for more de- 
tailed publicity, and everything possible will be 
done to keep the membership informed. 

MOTION: (Endres-Fullerton) that all sec- 
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tion meetings be held within the format of the 
annual meeting. Motion carried. 

(This action would mean that the Section on 
Anesthesiology would meet on Tuesday after- 
noon as stated at the meeting of the section of- 
ficers in November.) 


COMMITTEE ON CONSTITUTION AND 
BYLAWS 


Dr. Goodyear reported for the Committee on 
Constitution and Bylaws (since Dr. Bornemeier 
was not present) and outlined the suggested 
changes prepared for the consideration of the 
House of Delegates. Copies of the Constitution 
and Bylaws as amended in 1959, and copies of 
the suggested changes are available for members 
of the House. 

MOTION: (Adams-Piszezek) that the report 
be accepted. Motion carried. 


COMMITTEE ON INDUSTRIAL HEALTH 
Dr. Richard J. Bennett reported as chairman 
of the Committee on Industrial Health. The work 
of the committee in the field of impartial medi- 
cal testimony has been under way for one year 
this month. The panels are being used in Federal 
District Courts at the present time. On Novem- 
ber 2, the federal judges met and decided that 
they would make use of the panels; their vote 
was unanimous. The panels have been used about 
seven times to date and the impartial medical 
testimony is working well. The cases are inter- 
esting, and medical truth is the basis on which 
we hope to popularize the program. 

The legislature does not meet for two years, 
and there is a question of money for the program 
in Illinois courts. New York has funds available, 
and some other States where the program is used, 
have made appropriations. The program in IIli- 
nois will have to win approval. The Illinois Bar 
Association and the Chicago Bar Association 
both have to vote, and there is a political back- 
ground to meet before we can get this accepted 
in Illinois state courts. For Federal Courts the 
panel rotation has been picked and set up, and 
the material is in the ISMS office at 185 North 
Wabash Avenue. 

On November 24, the ISMS Committee on In- 
dustrial Health voted to turn back to the Coun- 
cil this problem of impartial medical testimony, 
with suggestion that a new committee be ap- 
pointed to work under that title. 
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The old committee would like (1) to resign, 
(2) to ask that a new committee be appointed, 
and (3) that the expense of printing and dis- 
tributing one of the papers given, and a guide 
for panel experts, be approved. 

MOTION: (English-Piszezek) that the rec- 
ommendations of the committee be approved. 
Motion carried. 

MOTION: (English-Oldfield) that Dr. 
Charles P. Blair of Monmouth, Dr. Earl H. 
Blair of Chicago, and Dr. George F. Lull repre- 
sent the ISMS at the AMA Conference on Civil 
Defense, to be held in Chicago, January 23. Mo- 
tion carried. 

MOTION: (English-Piszezek) that Dr. Lull 
notify the Governor of the suggested names for 
appointment of the Commission on Mental Re- 
tardation and the Commission on Mental Illness. 
Motion carried. 

(Oblinger called the attention of the Council to 
the fact that the Commission on Narcotics would 
also be appointed soon). 

MOTION: (Endres-Fullerton) that Dr. Lull 
be instructed to secure insurance (public liabil- 
ity, fire, and theft) for the Society for the an- 
nual meeting next May. The cost will be ap- 
proximately $50. Motion carried. 

MOTION: (DuPuy-Fullerton) that resolu- 
tions be prepared for the families of Dr. Harold 
M. Camp and Dr. Roland R. Cross. Motion car- 
ried. 


MEMORIAL FOR DR. CAMP 

Dr. O'Neill discussed the question of a memo- 
rial in honor of Dr. Harold M. Camp for his 
many years of service to members of the ISMS. 
He felt that the Council and/or the House of 
Delegates should establish a memorial (perhaps 
a lectureship or a scholarship) and set up a fund 
so that whatever is selected will be perpetuated 
in his honor. He suggested that a committee be 
appointed to study this situation and report back 
to the Council at the January meeting. 

Dr. O’Neill also stated that the president of 
the Illinois Bar Association had suggested that 
a special committee be appointed to serve as liai- 
son between the medical society and the bar as- 
sociation as one of the most important fields for 
closer relationship and co-operation. 

He also stressed many fields of activity where 
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the influence of the medical society could be 
strengthened and extended — mental health, re- 
tarded children, and the research facilities in 
this field; postgraduate activity in this state; 
residencies in Illinois for Illinois physicians ; the 
2,500 physicians in the state who are not mem- 
bers of the ISMS, etc., should all have thought 
and consideration from the leaders in organized 
medicine and from a vital and active state soci- 
ely. 

Dr. Montgomery stated that the committee 
to make recommendations for a memorial for 
Doctor Camp would be: Joseph T. O'Neill, 
Ottawa, chairman; Harlan English, Danville; 
Jacob E. Reisch, Springfield. 

He also appointed the following committee as 
Liaison Committee with the Bar Association: 
William E. Adams, Chicago, chairman; Newton 
DuPuy, Quincy; Arthur F. Goodyear, Decatur. 

It was ruled that Dr. George E. Kirby serve 
as co-chairman of the Committee on Postgradu- 
ate Education as he has during these past years, 
and that Dr. Julius M. Kowalski of Princeton 
serve as the representative from the Second 
Councilor District on the committee. 


AD HOC COMMITTEE ON 
HEADQUARTERS OFFICE 

Dr. White, in the absence of Dr. Reavley, 
chairman of the Ad Hoe Committee on location 
of headquarters office, reported to the Council, 
and asked the specific limitations of activity for 
the committee. The committee was established 
to determine the city where the office should be 
located and so to recommend to the House. The 
actual building where the office will be located 
will be a matter for the Council to determine 
when facilities have been found. 

MOTION: (Endres-Fullerton) that the 
Council send “Today’s Health” to all members 
of the state and federal legislatures. Motion car- 
ried. 

MOTION: (Reisch-Adams) that Mr. Mirt’s 
exhibit be sent to the Kentucky State Medical 
Association annual meeting September 20-22, 
1960. Motion carried. 

MOTION: (Fullerton-Portes) that Col. 
Henry L. Krafft, USA MC, Retired, be elected 
to membership in the Fifty Year Club. Motion 
carried. 

MOTION: (Fullerton-Piszezek) that mem- 
bership in the Illinois Chamber of Commerce be 
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renewed for 1960, Cost $200. Motion carried. 

MOTION: (Piszezek-Fullerton) that the $10 
annual dues in the Advisory Committee on Edu- 
cation in Illinois be paid for 1960, Motion car- 
ried. 

MOTION: (English-Fullerton) that the ac- 
tion of the Executive Committee in employing 
Dr. George F. Lull as Secretary-Treasurer be ap- 
proved. Motion carried. 

MOTION: (English-Fullerion) that a letter 
from Mutual of Omaha be referred to the Com- 
mittee on Insurance, Motion carried. 


COMMITTEE ON POSTGRADUTE 
MEDICAL EDUCATION 

Dr. Limarzi reported as chairman of the Com- 
mittee on Postgraduate Medical Education and 
Scientific Service. Since the release of the list 
of speakers in February 1958, approximately 
85 additional names of physicians willing to par- 
ticipate in county medical society programs have 
been received. It is planned to mimeograph these 
by category on loose leaf sheets which can be 
added to our original booklet, and to send them 
to the program chairmen. 

Three requests for postgraduate meetings are 
on file, but definite information should be forth- 
coming soon in order that good programs can be 
prepared. 

MOTION: (O’Neill-Goodyear) that the mat- 
ter of membership in the Interprofessional 
Council be postponed until the January 31 meet- 
ing of the Council. Motion carried. 


PUBLIC WELFARE 

Dr. Bettag inquired relative to the status of 
his requests made at the last meeting of the 
Council — the recommendations to the Governor 
for appointments to the two commissions, and 
the action of the Society relative to the proposed 
bond issue. 

He also stated that the Governor would be re- 
ceptive to suggestions for a replacement for the 
late Dr. Roland R. Cross as director of the De- 
partment of Public Health (a physician trained 
in public health work, and licensed to practice in 
Illinois). 

Dr. Bettag called the attention of the Society 
to space available in the Westside Medical Center 
for office space if the Society were interested in 
locating in that area. 
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Dr. Montgomery appointed the following com- 
mittee to make recommendations to Dr, Lull rel- 
ative to the recommendation to the Governor for 
a replacement for Dr. Roland R. Cross: W. W. 
Fullerton, Sparta, chairman; Caesar Portes, Chi- 
cago; Raleigh C. Oldfield, Oak Park. 


EMERITUS AND RETIRED MEMBERS 

MOTION: (Fullerton-Piszezek) that the 

physicians be elected to emeritus and retired 
membership as listed : 

EMERITUS: Martin H. Hubrig, Elgin; 
Joseph Jaffee, Chicago; Anthony J. Linowiecki, 
Long Beach, Ind. (CMS) ; Alfred C. Wendt Sr., 
Chicago. 

RETIRED: Leo E. Amtman, Chicago; G. B. 
Hart, Harrisburg; Ralph F. MacDonald, Chi- 
cago; Charles H. Piper, Englewood, Fla. (CM- 
S); Allen L. Sabin, St. Petersburg, Fla. 
(CMS); Fred F. Schwartz, Miami Beach, Fla. 
(CMS); Frederick W. Slobe, Chicago; Mary 
C. Sokolofski, Chicago; James M. Young, Orion. 

MOTION: (English-Fullerton) that the bills 
as will be audited by the Finance Committee be 
approved. Motion carried. 

The Council went into executive session at 
2:45 p. m. and arose from executive session at 
3:05 p.m. 

MOTION: (Fullerton-Piszezek) that actions 
taken in executive session be approved. Motion 
carried. 

Respectfully submitted, 
GEORGE F. LULL, M.D. 
Secretary 
< > 
Second MEETING 

The Council gathered for a short meeting 

following the adjournment sine die of the House 
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of Delegates on Sunday afternoon, December 
13, 1959. Only members of the Council were 
present. 

Dr. English stated that he felt the Council 
should appoint Dr. Theodore R. Van Dellen 
editor of the Illinois Medical Journal to replace 
Dr. Camp, and to authorize him to hire whatever 
assistants he might need to conduct the affairs 
of the Journal in a manner he feels suitable. Doc- 
tor Van Dellen has assured Dr. English that he 
will serve in this capacity until such time as the 
Council feels that a suitable replacement has 
been found. 

MOTION: (English-Fullerton) so move. Mo- 
tion carried. 

MOTION: (Reisch-Portes) that the Council 
appoint a committee to look into the conditions 
of the hospitals and institutions under the De- 
partment of Public Welfare, as well as the care 
and treatment of patients and subnormal chil- 
dren, and report back to the Committee on Medi- 
cal Service and Public Relations so that this 
committee can make a recommendation to the 
Council relative to the stand to be taken by the 
Society in regard to the $150 million bond issue 
requested by the department. Motion carried. 

The three members of this committee will be: 
James H. Hutton, Chicago, chairman; F, Garm 
Norbury, Jacksonville; Leo P. A. Sweeney, Chi- 
cago. 

The Council adjourned at approximately 3:00 
o'clock. 

The next meeting of the Council will be held 
at the Hotel Sherman, Chicago, on Sunday, Jan- 
uary 31, 1960. 

Respectfully submitted, 
GEORGE F. LULL, M.D. 
Secretary 
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Freedom of choice of physician, relations be- 
tween physicians and hospitals, a scholarship 
program for deserving medical students, and 
relative value studies of medical services were 
among the major subjects acted upon by the 
House of Delegates at the American Medical 
Association’s 13th Clinical Meeting in Dallas, 
December 1-4. 

Speaking at the opening session of the House, 
Dr, Louis M. Orr of Orlando, Fla., AMA presi- 
dent, urged the nation’s physicians to take a 
more active interest in the whole area of politics, 
public affairs, and community life. Dr. Orr also 
asked physicians and medical societies to do a 
more effective job of telling medicine’s positive 
story, adding that “if more people knew more 
about the things we support and encourage, they 
would listen to us much more carefully about 
those occasional things that we oppose.” 

Two nationally known political leaders from 
Texas also addressed the Tuesday morning ses- 
sion. Senator Lyndon B. Johnson, majority lead- 
er in the U.S. Senate, called for a “politics of 
unity” that will enable Americans to exert 
strength and determination in an effort to create 
a world in which all men can be free. Speaker 
of the U.S. House of Representatives, Sam Ray- 
burn, urged greater attention to the task of 
educating young people in the principles of 
American government and giving them a de- 
sire to perpetuate it. ; 


FREEDOM OF CHOICE 


In considering four resolutions concerning free 
choice of physician, the House reaffirmed the 
following two statements approved in Atlantic 
City: 

“(1). The AMA believes that free choice of 
physician is the right of every individual and 
one which he should be free to exercise as he 
chooses. 

(2). Each individual should be accorded the 
privilege of selecting and changing his physician 
at will or selecting his preferred system of medi- 


The AMA Clinical Meeting in Dallas 


cal care, and the AMA vigorously supports the 
right of the individual to choose between these 
alternatives.” 

However, in order to clarify and strengthen 
its position on the issue, the House also adopted 
this additional statement submitted as a substi- 
tute amendment on the floor of the House: 

(3). Lest there be any misinterpretation, we 
state unequivocally that the AMA firmly sub- 
scribes to freedom of choice of physician and free 
competition among physicians as being prerequi- 
sites to optimal medical care. The benefits of any 
system which provides medical care must be 
judged on the degree to which it allows of, or 
abridges, such freedom of choice and such com- 
petition.” 

PHYSICIAN-HOSPITAL RELATIONS 


The House received 12 resolutions on the 
subject of relationships between physicians and 
hospitals. To resolve any doubt about its posi- 
tion, the House did not act upon any of the 
resolutions but instead reaffirmed the 1951 
“Guides for Conduct of Physicians in Relation- 
ships with Institutions.” It also declared that 
“all subsequent or inconsistent actions are con- 
sidered superseded.” 

The House also accepted recommendations 
that (1) the House of Delegates should acknowl- 
edge the need to strengthen relationships with 
hospitals by action at state and local levels; (2) 
the Board of Trustees continue to maintain liai- 
son with the Board of Trustees of the American 
Hospital Association; and (3) the Council on 
Medical Service review this entire problem to 
ascertain if there have been actions inconsistent 
with the 1951 guides. 

Those guides summarize the following general 
principles as a basis for adjusting controversies: 

“(1). A physician should not dispose of his 
professional attainments or services to any 
hospital, corporation, or lay body by whatever 
name called or however organized under terms 
or conditions which permit the sale of the serv- 
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ices of that physician by such agency for a fee. 

(2). Where a hospital is not selling the 
services of a physician, the financial arrange- 
ment, if any, between the hospital and physician 
may be placed properly on any mutually satis- 
factory basis. This refers to the remuneration 
of a physician for teaching, research, chari- 
table services, or the like. Corporations or other 
lay bodies may provide such services properly 
and employ or otherwise engage doctors for those 
purposes. 

“(3). The practice of anesthesiology, pathol- 
ogy, physical medicine, and radiology are an 
integral part of the practice of medicine in the 
same category as the practice of surgery, internal 
medicine, or any other designated field of 
medicine,” 


SCHOLARSHIP PROGAM 


To help meet the need for an increasing num- 
ber of physicians in the future, the House ap- 
proved the creation of a special study committee 
which was asked to: 

(1). Present a scholarship program, its 
development, administration, and the role of the 
AMA in fulfilling it. 

(2). Ascertain the maximum to which medical 
schools could expand their student bodies while 
maintaining the quality of medical education. 

(3). Ascertain what universities can support 
new medical schools with qualified students and 
sufficient clinical material for teaching, either 
on a two year or a full four year basis. 

(4). Investigate the securing of competent 
medical faculties. 

(5). Investigate financing of expansion and 
establishment of medical schools. 

(6). Investigate financing of medical educa- 
tion as to the most economical methods of ob- 
taining high quality medical training. 

(7%). Develop methods of getting well qualified 
students to undertake the study of medicine. 

(8). Investigate the possibility of relaxing 
rigid geographic restrictions on the admission 
of students to medical schools. 

The House urged that the special committee 
be implemented promptly with adequate funds 
and staff so that it may make an initial report 
by June 1960. 


RELATIVE VALUE STUDIES 


Reaffirming a previous policy statement, the 
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House approved in principle the conducting of 


relative value studies by each state medical 


society, rather than a nationwide study or a 
series of regional studies by the AMA. The 
House also reiterated its authorization for the 
Committee on Medical Practice to inform each 
state medical association, through regional or 
other meetings, of the purpose, scope, and ob- 
jectives of such studies, the steps to be followed 
in conducting studies, the problems which may 
be encountered, and the manner in which the 
results can be applied. 

The House recognized, however, that some 
state medical societies are either not interested 
in relative value studies or are actively opposed 
to them. It pointed out that some state medical 
associations fear that the regional conferences 
of the Committee on Medical Practices will put 
pressure on them to carry out such studies and 
that this will result in the adoption of fixed 
fees. Since the regional conferences are educa- 
tional in nature, the House said, it remains for 
each state or county medical association to accept 
or reject the idea of a study in its area. 

The House expressed awareness of the fact 
that this is still a controversial matter. However, 
it commended the Committee on Medical Prac- 
tices for its effort to carry out the instructions of 
the House, and it urged the committee to con- 
tinue its educational work. 


MISCELLANEOUS ACTIONS 


In considering 44 resolutions and a large 
volume of annual, supplementary, and special 
reports, the House also: 

Learned that the AMA Board of Trustees has 
appointed a liaison committee to meet with a 
similar committee of the American Osteopathic 
Association to consider matters of common con- 
cern ; 

Emphasized that local medical societies should 
insure that no member violates ethical traditions 
as they relate to ownership of pharmacies or 
stock in pharmaceutical companies ; 

Called for investigation of the need, desira- 
bility, and feasibility of establishing a home for 
aged and retired physicians ; 

Urged active promotion and careful study of 
the newly developed “Guides for Medical Care 
in Nursing Homes and Related Facilities” ; 

Suggested that fees for consultative examina- 
tions under programs of the Bureau of Old Age 
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and Survivors Insurance should be adjudicated 
directly between the state medical society and 
the state agency involved ; 

Registered a strong protest to the Veterans 
Administration, urging stricter screening of 
nonservice-connected disability patients admitted 
to government hospitals ; 

Reiterated the Association’s support of the 
Blue Shield concept and directed the Council 
on Medical Service to submit at the June 1960 
meeting its recommendations concerning a pol- 
icy statement on AMA relationship with Blue 
Shield plans ; 

Suggested that S.J. Res. 41, a bill that would 
institute a separate program of international 
medical research, be delayed until an over-all as- 
sessment can be made of proposals now before 
Congress dealing with domestic and international 
medical research ; 

Endorsed the program of the Educational 
Council for Foreign Medical Graduates but also 
urged that judicious consideration be given to 
local problems involved in the July 1, 1960, 
deadline for certification of foreign graduates ; 

Urged that medical schools include in their 
curricula a course on the social, political, and 
economic aspects of medicine. 

Declared that the threat of nuclear warfare 
has imposed a tremendous responsibility on the 
medical profession, which must be prepared to 
assume a critically important role in such an 
event; 

Suggested that the AMA make available to 
school libraries information and literature show- 
ing the advantages of private medical care and 
the American free enterprise system ; 

Stated that examinations to determine the 


physical and mental fitness of aircraft crew 
members should be made by doctors of medicine 
with special knowledge and proficiency in cer- 
tain techniques ; 

Urged the American people to get proper 
tetanus toxoid, original and booster, and other 
immunizations as indicated from their physi- 
cians, and called on AMA members to co-operate 
in an educational program on tetanus immuni- 
zation ; 

Recommended that all state and county medi- 
cal societies establish programs for the inspection 
and testing of all fluoroscopic and radiographic 
equipment ; 

Called upon each individual physician to wage 
a vigorous, dynamic, and uncompromising 
fight” against the Forand type of legislation: 

Urged state and local medical societies and 
individual physicians to implement the AMA 
program for recruitment of high grade medical 
students ; 

Accepted with appreciation a $2,500 contri- 
bution by Smith, Kline and French Laboratories 
toward establishment of a suitable award honor- 
ing the name of Dr. Thomas G. Hull, retiring 
secretary of the Council on Scientifie Assembly, 
and 

Reaffirmed the “Suggested Guides to Rela- 
tions Between Medical Societies and Voluntary 
Health Agencies,” adopted at the December 
1957 meeting in Philadelphia. 

Dr. Chesley M. Martin of Elgin, Okla., was 
elected the 1959 “General Practitioner of the 


Year.” 
The total registration was approximately 
4,800, including about 2,800 physicians. 
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CORRESPONDENCE 


Clinics for crippled children 
listed for February 
Twenty-two clinics for Illinois’ physically 
handicapped children have been scheduled for 
February by the University of Illinois, Division 
of Services for Crippled Children. The Division 
will count seventeen general clinics providing 
diagnostic orthopedic, pediatric, speech, and 
hearing examination along with medical, social, 
and nursing service. There will be two special 
clinics for children with cardiac conditions, and 
two for children with rheumatic fever, and one 
for cerebral palsy. Clinicians are selected from 
among private physicians who are certified 
Board members. Any private physician may 
refer to or bring to a convenient clinic any child 
or children for whom he may want examination 
or consultative services. 
February 3 — Alton (Rheumatic Fever), Al- 
ton Memorial Hospital 
February 3 — Centralia, St. Mary’s Hospital 
February 3 — Hinsdale, Hinsdale Sanitarium 
February 3 — Metropolis, Methodist Educa- 
tional Building 
February 4 — Macomb, St. Francis Hospital 
February 5 — Chicago Heights (Cardiac), St. 
James Hospital 
February 9 — East St. Louis, St. Mary’s Hos- 
pital 
February 9 — Peoria, Children’s Hospital 
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February 10 — Champaign-Urbana, McKinley 
Hospital 

February 11 — Springfield, St. John’s Hos- 
pital 

February 12 — Evanston, St. Francis Hospital 

February 16 — Belleville, St. Elizabeth’s Hos- 
pital 

February 17 -— Chicago 
St. James Hospital 

February 18 — Anna, County Hospital Dis- 
trict 

February 18 — Elmhurst (Cardiac), 
rial Hospital of DuPage County 

February 18 — Litchfield, Madison Park School 

February 18 — Rockford, St. Anthony’s Hos- 
pital 

February 23 — Effingham (Rheumatic Fever), 
St. Anthony Hospital 

February 23 — Peoria, Children’s Hospital 

February 24 — Elgin, Sherman Hospital 

February 25 — Bloomington a.m. (General), 
p-m. (Cerebral Palsy), St. Joseph’s Hospital 

< > 


Civil defense conference 

The AMA Council on National Defense will 
sponsor the 11th Conference of the County Med- 
ical Societies Civil Defense Organization on 
November 5-6, 1960, at the Palmer House in 
Chicago. 

This announcement is made far in advance of 


Heights (General), 
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the meeting as the Council would appreciate 
county medical societies giving publicity to this 
conference and encouraging them to arrange 
their budgets so that at least one of their physi- 
cian representatives might attend. State medical 
societies are also urged to publicize the confer- 
ence and send as many representatives as pos- 
sible. 

< > 


PG course in chest diseases 

The American College of Chest Physicians 
will present its annual postgraduate course in 
diseases of the chest in Philadelphia, March 
14-18. It will cover recent advances in the diag- 
nosis and treatment of heart and lung diseases. 

Further information may be had by writing 
to the ACCP, 112 East Chestnut Street, Chi- 
cago 11. 

< > 


Congress on physical medicine 

The third International Congress of Physical 
Medicine will be held in Washington, August 
21-26. 

The American Congress of Physical Medicine 
also announced that two awards will be made for 
the best papers pertaining to physical medicine 
and rehabilitation, and one award for the best 
paper on “Etiology of Decubitus Ulcers.” 

Further information may be had by writing 
to the ACPM, 30 North Michigan Avenue, 
Chicago 2. 

c > 


Medico-legal institute 

The Law-Medicine Center of Western Reserve 
University, Cleveland, will offer a two-day in- 
stitute on “The Back: A Law-Medicine Problem 
Reappraised,” February 12-15. The fee will be 
$25. 

For further information, write to Mr. Oliver 
Schroeder Jr., Law-Medicine Center, Western 
Reserve University, Cleveland 6. 

> 
Orthopsychiatric meeting 

The American Orthopsychiatric Association 
will hold its 37th annual meeting at the Sher- 
man Hotel, Chicago, February 25-27. 

The program will include joint sessions with 
the American Public Health Association, World 
Federation of Mental Health, American Group 
Psychotherapy Association, Society of Projective 
Techniques, American College Health Associa- 
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tion, and American Association of Psychiatric 
Clinies for Children. 

Further information may be had from the 
AOA, 1790 Broadway, New York 19. 


< > 


Proctology paper contest 

The International Academy of Proctology will 
award $100 and a certificate of merit for the 
best unpublished contribution on proctology or 
allied subjects. Entries must be received by Feb- 
ruary 1. 

For further information, write to Dr. Alfred 
J. Cantor, 147-41 Sanford Avenue, Flushing 55, 


< > 


Cancer conference planned 

“Changing Concepts Concerning Cancer” will 
be the theme of the 4th National Cancer Confer- 
ence in Minneapolis, September 13-15, to be 
sponsored by the American Cancer Society. 

Program information may be had by writing 
to the ACS, Medical Affairs Department, 521 
West 57th Street, New York 19. 


< > 


Congress on maternal health 

“The A B C’s of Modern Maternal and Infant 
Health” will be the theme of the fourth Tllinois 
Congress on Maternal and Infant Health to be 
held at the Pere Marquette Hotel, Peoria, IIl., 
February 3-5, 

The congress will consist of breakfast and 
luncheon conferences, round tables, and formal 
papers. Dr. Robert A. Beebe of Chicago is gen- 
eral chairman, and Dr. Stuart Abel of Chicago 
is chairman of the program committee. 

Programs and registration forms may be ob- 
tained from the American Association for Ma- 
ternal and Infant Health, 116 South Michigan 
Avenue, Chicago 3. 


< > 


Surgeons to meet in Israel 
An international conference of surgeons will 


be held in Tel Aviv and Jerusalem, May 21-23, 
it was announced by Dr. Max Thorek, Chicago, 
founder and secretary general of the Interna- 
tional College of Surgeons. 

The conference will be held under the auspices 
of the Israeli minister of health and will deal 
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in particular with medical problems of young 
uations in Asia and Africa. 
For further information, write to the ICS, 
1516 Lake Shore Drive, Chicago 10. 
< > 


Chicagoan to direct 
course in nasal surgery 

An international course in the fundamentals 
of reconstructive surgery of the external nasal 
pyramid and the nasal septum will be presented 
in Mexico City, July 4-15. It will be under the 
auspices of the University of Mexico School of 
Medicine in co-operation with the American 
Rhinologie Society. 

Dr. Maurice H. Cottle, professor of rhinology 
and otolaryngology at the Chicago Medical 
School and founder of the American Rhinologic 
Society, will be the guest professor. Dr. Cottle 
will be assisted by a faculty of specialists from 
the United States and Mexico. Applicants must 
be diplomates of the American Board of Oto- 
laryngology, or have equivalent status. 

The ARS, with Dr. Cottle as guest director, 
also will co-operate in a seminar on “Recon- 
structive Surgery of the Nasal Septum and 
External Nasal Pyramid” to be held in New 
Orleans, February 10-13, under the auspices of 
the Louisiana State University Medical School’s 
Department of Otolaryngology and the Charity 
Hospital. 

Application forms may be obtained from Dr. 
Robert M. Hansen, secretary of the ARS, 1735 
North Wheeler Avenue, Portland 12, Ore. 

< > 


Seminar slides available 
The Illinois Society of Pathologists announced 


that seminar slide sets, consisting of 16 slides 
of 11 cases, are available at $10 through Dr. 
James B. Hartney, 410 Lake Street, Oak Park. 
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AAGP to hold scientific 
assembly in Philadelphia 


The American Academy of General Practice 
will hold its 12th annual Scientific Assembly in 
Philadelphia, March 21-24. 

The program will include presentations by 31 
prominent medical educators, covering a wide 
variety of subjects. There also will be more than 
100 scientific and 300 technical exhibits. Physi- 
cal examinations will be provided for attending 
physicians. 

AAGP’s Congress of Delegates will meet 
March 19. Dr. John Walsh of Sacramento will 
be inducted as president on March 23, following 
which the retiring president, Dr. Fount Richard- 
son of Fayetteville, Ark., will be honored at a 
reception and dance. 

Further information may be had from the 
AAGP, Volker Boulevard at Brookside, Kansas 
City 12, Mo. 


TB groups to hold annual 
meetings in Los Angeles 

The National Tuberculosis Association will 
hold its annual meeting in Los Angeles, May 
16-18, in conjunction with the annual meeting 
of the American Trudeau Society, whose meet- 
ing will continue through May 19. 

Public health sessions will be held concur- 
rently with medical sessions. In addition to the 
presentation of papers, there will be five panels 
and seven luncheon seminars covering various 
aspects of tuberculosis. 

Further information may be obtained from 
the NTA, 1790 Broadway, New York 19. 
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John A. Mirt 


Medicine takes positive stands 

One widely held opinion by the public is that 
medicine as a profession is opposed to every leg- 
islative move it does not institute. This is refuted 
by the record. 

In the first session of the 86th Congress, 13,- 
892 bills were introduced. Of these, the AMA 
Council on Legislative activities studied 1,000 
and analyzed 495. Seventy-seven were subject 
to legislative activity. 

AMA representatives testified at congressional 
committee hearings or submitted written state- 
ments on 19 oceasions. In 14 instances, the AMA 
supported the legislation. On four occasions, the 
statement was for informational purposes. In 
only one case, was opposition expressed. That 
concerned the Forand Bill. 


Opposition to Forand Bill 

In opposing H. R. 4700 — the Forand Bill — 
medicine contends that this measure is a clear- 
cut and direct threat to the private practice of 
medicine. 

The objective of the bill is to provide hospital- 
ization and surgical care to social security bene- 
ficiaries. This would add an estimated 12 to 16 
million people to the already huge segment of 
the population covered by some form of social- 
ized medicine. The annual cost of the program 
may run as high as $2 billion annually, all of 
which must come out of taxes. 
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Aside from the added tax burden on the popu- 
lation as a whole, the medical profession con- 
tends that the bill is a threat to the high quality 
of medical care that has made the U. S. one of 
the healthiest nations in the world. 

The measure, if enacted into law, would 
abridge free choice of physicians. It would mean 
federal control and bureaucratic interference in 
medical decisions, and domination of hospital 
and other health facilities. Responsibility for 
care of the aged would be shifted from the fam- 
ily and local and state agencies to the national 
government. The quality of medical care would 
be reduced. Voluntary health insurance, the in- 
strument of a self-reliant nation, would be im- 
periled. 

For these reasons, the Committee on Medical 
Service and Public Relations of the ISMS, on 
instructions from the Council, has carried on 
an aggressive program to inform every member 
of the dangers, and to pave the way for a public 
education campaign. 

This public drive should be under way now 
because Congress is in session again. Although 
the Republican administration has expressed op- 
position to the Forand Bill, there is evidence of 
a softening attitude. A slightly watered-down 
version is possible unless sufficient public pro- 
tests are ferthcoming. 

The arousing of such opposition is the No. 1 
item on today’s legislative action agenda. 
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Medical care of the aged 

Meanwhile, medicine must carry on vigorously 
its efforts to provide a high quality of medical 
care for the aged which is within the means of 
ihose 65 or over, 

Recently, the ISMS undertook a survey of its 
imembers to ascertain what co-operation might 
he expected in the development of health insur- 
ance plans for senior citizens that would meet 
ihe problem. 

There was a 40 per cent response to the ques- 
tionnaire, an unusually high figure for a survey. 
A simpler questionnaire two years ago, covering 
ihe scientific and economic phases of the annual 
meeting, brought replies from only 19 per cent 
of the members. 

Most encouraging was the fact that Illinois 
physicians, by a ratio of about six to one, said 
they were willing to go along with a Blue Shield, 
or similar, type of program that would provide 
effective’ prepayment insurance for those 65 or 
over with modest resources and low family in- 
come. It was significant that this support was 
expressed by physicians in urban and rural areas 
alike. 

This is an important hurdle in medicine’s ef- 
forts to provide a solution of the problem within 


Trigger area 


The diagnosis of myofascial syndrome with 
trigger areas involves physical stimulation of 
the trigger, consequent reproduction of the pain 
syndrome, and subsequent relief by block of the 
trigger area with a local anesthetic drug. The 
examiner’s finger, a reflex hammer, ultrasound, 
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the framework of free enterprise. The next step 
is to obtain similar support from hospitals and 
ancillary services. This is needed to encourage 
more prepayment insurance carriers to develop 
programs for the senior group of citizens. 

The future of medical practice depends upon 
success in that direction. 


Medical assistant PR “ambassador” 

The key role played by the physician’s medical 
assistant in creating good public relations is em- 
phasized in a new film available for showings 
to medical societies and medical assistants 
groups. 

Entitled “First Contact,’ the 26-minute dra- 
matic 16 mm color film shows the mistakes a 
new office assistant can make unless she is prop- 
erly trained for her job. The film points out 
that medical assistants groups provide opportu- 
nities for increasing on-the-job efficiency. 

Prints are available to medical societies 
through the AMA’s Department of Medical Mo- 
tion Pictures and Television, 535 N. Dearborn 
street, Chicago 10, and to medical assistants 
groups through the headquarters of the Ameri- 
can Association of Medical Assistants, 510 N. 
Dearborn street, Chicago 10. 


>>> 


a needle used for probing, or other similar meas- 
ures will serve to locate the trigger area or areas. 
These are very small, usually a centimeter or less 
in diameter and sometimes only a millimeter or 
two in diameter. Karl W. Erwin, M.D. Myofas- 
cial Syndrome with Trigger Mechanisms. Texas 
J. M. Sept. 1959. 
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AT THE EDITOR’S DESK 


BEER CAN OPENER SURGERY 

A two page telegram (leased wire) from a 
Cincinnati conference quoted the New York car- 
diologist, Joseph T. Roberts, as saying that com- 
mon household articles could save many lives 
especially during an emergency or disaster. On 
blood vessel surgery he states “A can opener, 
razor blade, or nail file can be used to make the 
incision and the artery can be picked up with 
eyebrow tweezers. Bobby pins, paper clips, rub- 
ber bands, or clothes pins make excellent clamps 
to stop the flow of blood.” He has connected sev- 
eral blood vessels of animals using beer can open- 
ers and eyelash curlers also. 

Dr. Timothy Takaro told the same group that 
blood vessels may now be stapled like sheets of 
paper, with a new machine. 

Science is wonderful. A new machine to staple 
blood vessels shares headlines with common 
household articles that now are recommended to 
replace modern surgical equipment. 

A NEW GIMMICK 

A scientific apparatus company in Albuquer- 
que, New Mexico, recently advertised in a Chi- 
cago newspaper a free book on reducing. Since 
the product was free and there appeared to be 
no strings attached to the offer we wondered 
what the gimmick might be. My secretary agreed 
to be the guinea pig and sent a request for the 
book to the advertiser. 

A small 16 page booklet, “Metabolism and 
Glandular Functions,” arrived. It contained the 
usual advice on reducing along with a few subtle 
but innocent recommendations. Increasing the 
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metabolic rate was the key to weight reduction. 
Reducing salons, massage, and steam baths were 
condemned. The brochure stressed the need for 
consulting a doctor who specialized in overweight 
reduction. It said, “there are many physicians 
who are not interested in the problems of weight 
reduction and prefer a general practice or some 
other specialty.” Some headings included, “How 
a doctor can help you reduce” and “Don’t be 
afraid to go to a doctor.” The conclusion: “the 
best, safest, and least expensive way to eliminate 
your excess weight is to go to a doctor in, near, 
or close to your own home town, who devotes a 
considerable portion of his practice to the spe- 
cialty of weight reduction.” 

Still no gimmick. Two weeks later the follow- 
ing card arrived 

SPECIAL ATTENTION GIVEN TO THE 
REDUCTION AND CONTROL OF 
OVERWEIGHT 
Dr. Drake R. A. Witty 
Physician & Surgeon 
10938 South Western Ave. 
Chicago 43, Illinois 
Telephone: BEverly 8-2540 
Hours by appointment 

Dr. Witty is an osteopath. With the card was 
a folder, “General Instruction to Overweight 
Patients.’ Treatment, as described, includes “a 
gland and digestive medication” which the in- 
dividual receives with each monthly checkup. 

The gimmick — a name and address of an 
osteopath who co-operates and uses a certain 
medication that probably is brewed in New Mex- 
ico. 
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AULTY TRAILER HEATER 


The Public Health Service warned owners of 
iobile houses to beware of a small bottled gas 
eater that has caused eight or more deaths re- 
cently. It is the Thurm Heater, a wall panel 
vnit that has a faulty design and is capable of 
building up lethal concentrations of carbon mon- 
oxide within a smail trailer in a short time. The 
model number is 8M or 8MNS, but it is also 
possible that this identification may not be on 
the heater, 


LOGG 


Every town and district in Norway has a 
Sobriety Board that co-ordinates problems re- 
lated to alcohol. The local group advises the au- 
thorities on the sale and serving of drinks and 
makes an annual report on its work along with 
conditions concerning alcohol consumption and 
alcoholism in the district. 

But the responsibilities are broader than com- 
parable liquor boards or commissions in this 
country. It co-operates with local schools con- 
cerning education about alcohol. Talks and svm- 
posiums are arranged for adults. The Board also 
is responsible for the treatment of the alcoholic 
on the recommendation of the family or the phy- 
sician. It has much power in this respect and 
intervenes when necessary in order to examine 
a case thoroughly. The alcoholic is encouraged 
to change his ways and induced to consent to 
treatment. If he agrees, he signs a paper to this 
effect. He is not forced to do this yet the board 
has the power to make treatment mandatory 
after consulting with the local judge. The medi- 
cal director has the final word on whether the 
alcoholic is sent to a rehabilitation center or to 
an institution. 

The plan has many advantages but must be 
resented by the alcoholic, especially in smaller 
communities. The members of the board are in 
a position to watch their charges with the eagle 
eye of a G man, or the fervor of a Carrie Nation. 
This may explain why 60 to 70 per cent of the 
alcoholics in Norway live in and about Oslo. 
Perhaps they migrate into the capital to be lost 
in the crowds away from the watchful eyes of the 
Sobriety Board. 


FAMILY PRACTICE PROGRAM 


“A two-year intensive educational program 
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for young physicians aspiring to the role of fam- 
ily doctor and desiring more clinical experience 
than a routine hospital internship has been de- 
veloped by the Indiana University School of 
Medicine. The new family practice program fol- 
lows suggestions of the AMA and the American 
Academy of General Practice for such training 
but differs from any similar programs now of- 
fered.” 

According to Dr. W. Donald Close, “it aims 
to provide a more intensive background of ex- 
perience for the trainee in the diagnostic and 
treatment problems he will encounter among pa- 
tients of all ages when he establishes his own 
office.” The trainee will receive a special orienta- 
tion in emergency room, medicine, pediatric, 
psychiatric, and obstetric services at the start of 
the two-year program. 


PHARMACEUTICALS 


Declomycin, Lederle’s new antibiotic, was re- 
ported by Dr. Guillermo Chavez Max of Mexico 
City to be of value against brucellosis. It was 
used on nine patients who became free ef any 
signs of the illness in two and a half months. 
Control studies will be needed before these re- 
sults can be duplicated. ; 

Pfizer, in a news release, claims that an in- 
tramuscular injection of Terramycin cured 62 
of 67 cases of acute. gonorrhea in Haiti. A 500 
mg. dose was given in two simultaneous injec- 
tions. 

The Medical Letter on Drugs and 'Therapeu- 
tics reports that “Deprol (Wallace) is of no 
value: for the treatment of -either neurotic or 
psychotic.depression.” 

The drug is a combination of benactyzine and 
meprobamate (Miltown). In the opinion of the 
group, many of the claims for benactyzine, an 
anticholinergic drug, have not been demonstrated 
by controlled trials. It is not effective against 
phobias, depression, agitation, or anxiety. 

The letier states also that meprobamate has 
not been shown to possess antidepressant prop- 
erties despite claims based on uncontrolled clini- 
cal impressions. It has sedative effects similar 
to those of the barbiturates, along with unwanted 
side effects. This group concludes, “the chief 
danger in the promotion of this drug (Deprol) 
is that it’ will be given to seriously depressed 
patients and that valuable time will be lost be- 
fore effective treatment is instituted.” 
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NEWS of the STATE 


COOK 


Crtation. Dr. James H. Hutton was honored 
for 25 years of leadership in a continuing fight 
to eradicate tuberculosis in Illinois. He received 
a citation presented by Dr. George C. Turner at a 
luncheon sponsored by the Chicago Medical So- 
ciety and the Tuberculosis Institute of Chicago 
and Cook County on December 10. 

Lectures. Dr. Joseph B. Kirsner, professor 
of medicine, University of Chicago, spoke to the 
Ileoptimists, Inc. of Chicago on “The Nature of 
Ulcerative Colitis,” December 28. 

February lectures for the International Col- 
lege of Surgeons will be: February 2, “High- 
lights of Orthopedic Surgery,” by Dr. Philip 
Lewin, professor emeritus of orthopedic surgery, 
Northwestern University ; and February 23, “The 
Bookplates of Physicians,” by Dr. Morris Fish- 
bein, professor emeritus of medicine, University 
of Chicage and University of Illinois. These 
talks are given at 8 p.m., Hall of Fame, 1524 
Lake Shore Drive, Chicago. 

February lectures for the series of Northwest- 
ern University Medical School will be: February 
2, “They Were Also Patients: George Gershwin, 
Clarence Darrow, and Adolf Hitler,” by Dr. 
Noah Fabricant, associate editor, Ear, Eve, Nose, 
and Throat Monthly; February 9, “The Medical 
Revolution,” by Dr. Lester King, clinical pro- 
fessor of pathology, University of Illinois Col- 
lege of Medicine; February 16, “The History of 
Vascular Surgery,” by Dr. William S, Dye, clin- 
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ical associate professor of surgery, University of 
Illinois College of Medicine; and February 23, 
“Medical Illustrations,” by Mr. Thomas Jones, 
professor emeritus of medical and dental illus- 
trations, University of Illinois College of Medi- 
cine. The talks are given at 8 a.m. in room 641, 
Northwestern University Medical School, 303 
I. Chieago Ave., Chicago. 

Dr. Maurice H. Cottle, professor of rhinology 
and otolaryngology, Chicago Medical School, 
gave a series of lectures and surgical seminars 
on nasal and septum surgery at the University 
of North Carolina School of Medicine recently. 

Dr. 'T. R. Van Dellen spoke on “The Physi- 
cian Needs Help,” at the second annual sympo- 
sium of the Educational Committee of the Chi- 
cago Medical Assistants Association recently. 

Dr. C. Knight Aldrich, professor and chair- 
man department of psychiatry, University of 
Chicago, will discuss “Diagnosis, Prognosis and 
Hope: New Trends in Restoring Mental Health,” 
February 2, at St. Paul Community Church, 
18200 Dixie Highway, Homewood. This is one 
of the mental health talks sponsored by South 
Cook Section of the National Council of Jewish 
Women and the Mental Health Society of Greater 
Chicago, Inc. 

CHICAGO Society DECEMBER MEETINGS. At 
the meeting of the Chicago Urological Society, 
Dr. Robert A. Garrett, professor and chairman, 
department of urology, Indiana University 
School of Medicine, spoke on “Cineurography.” 
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The program for the Chicago Society of Inter- 
ual Medicine was: “The Problem of Streptococ- 
cal Immunity in Rheumatic Fever Prevention,” 
by Dr. Gene H. Stollerman, associate professor 
of medicine, Northwestern University Medical 
School; and “Irreversible Heart Disease Due to 
Chronic Nonspecific Myocarditis,’ by Dr. Earl 
N. Silber, clinical assistant professor of medi- 
cine, Chicago Medical School. 

Dr. Lester S. King, clinical professor of pa- 
thology, University of Illinois spoke on “The 
Decline and Fall of Bloodletting,” and Dr. Noah 
1). Fabricant, associate editor, Eye, Ear, Nose, 
and Throat Monthly spoke on ‘The Medical His- 
tory of Adolf Hitler,” at the meeting of the So- 
ciety of Medical History of Chicago. 

Chicago Neurological Society had the follow- 
ing program at their meeting: “Current Con- 
cepts in Neuropathology,” by Orville T. Bailey: 
“Latest Advances in Neurophysiology,” by 
Arthur Kling; and “Recent Advances in the 
Study of Brain,” by Erminio Costa. 

The program of the Chicago Surgical Society 
was: “Bilateral Radical Neck Dissection,” by 
Charles J. Staley, Edward F, Scanlon (discus- 
sion — Harry W. Southwick); “Cancer of the 
Breast in Rockford, Illinois,” by Alfred C. 
Meyer; “Intermittent Claudication,” by Geza 
de Takats, William H. Harridge, and John D. 
(riffiths; and “Revascularization of the Heart 
— A Comparative Study,” by Frances Knock 
and Edward J. Beattie. 

The Chicago Gynecological Society had the fol- 
lowing program at their December meeting: 
“Protein Excretion Patterns in Pregnancy,” by 
Drs. A. B. Lorinez and C. P. McCartney, and 
Messrs. R. E. Pottinger and K. H. Li; “Human 
Cervical Epithelial Changes Produced by Podo- 
phyllin,” by Dr. Harold A. Kaminetsky. 

CHANGE OF ApprREss. The Board of Directors 
of the Municipal Tuberculosis Sanitarium, an- 
nounced that their clinic services are discontin- 
ued in Provident Hospital. Their new address 
is 3525 South Michigan Avenue, designated as 
the Ernest E. Irons Clinic in memory of the late 
president of the Board. Dr. E. Lee Strohl, senior 
attending surgeon at Presbyterian-St. Luke’s 
Hospital and attending surgeon at Cook County 
Hospital, is now president of the Board. 

APPOINTMENTS. Dr. Arkell M. Vaughn, pro- 
fessor of surgery, Loyola University, was in- 
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stalled as president of the Mississippi Valley 
Medical Society. 

Dr. Willis J. Potts, pediatric surgeon at Chil- 
dren’s Memorial Hospital, is the new president 
of the Chicago Heart Association. He succeeds 
Dr. Wright R. Adams, chairman of the depart- 
ment of medicine, University of Chicago. 

Woman’s Auximiary. Mr. Walter L. Oblinger, 
associate counsel for ISMS, spoke at the Janu- 
ary meeting of the Woman’s Auxiliary to the 
Chicago Medical Society on the Forand bill. 


FULTON 


MeetinG. Attorney Albert Scott spoke on 
“The Forand Bill” at the December meeting of 
the Fulton County Medical Society. 


GREENE 


MEETING. The Greene County Medical Society 
held its December meeting jointly with the 
Southwestern Bar Association. 


LAKE 


MEETING. The December meeting for Lake 
County Medical Society held election of officers. 
In November the society sponsored the Sports 
Injury Clinic, which was designed for adminis- 
trators, coaches, and trainers in the contact 
sports. Dr. Gerrit Dangremond was chairman of 
the clinie. 


PEORIA 

MeetinG. The Peoria Medical Society held its 
annual business meeting in December. 
ROCK ISLAND 

MeetinG. Rock Island County Medical Soci- 
ety held its annual business meeting in Decem- 
ber. 
ST. CLAIR 

Meeting. The St. Clair County Medical Soci- 
ety held a business meeting in December. 
SANGAMON 


Meetine. K. T. Bretscher, investment dealer 
spoke on “Bargains for Investors?” at the De- 
cember meeting of the Sangamon County Medi- 
cal Society. 

TAZEWELL 


The Tazewell County Medical Society and its 
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Woman’s Auxiliary were honored with the pres- 
ence of Senator and Mrs. Everett M. Dirksen, 
Representative and Mrs. Robert Michel, and 
Mayor Norman Shade of Pekin, Illinois at their 
meeting on December 9th at the Isolina Motel 
in Pekin. The program was arranged by Dr. R. 
E. Dunlevy, Chairman, Legislation. 

Dr. Ralph N. Redmond, of Sterling, Illinois, 
Councilor of the second district of the I.S.M.S., 
addressed the group on “Problems of the Aging, 
and the Forand Bill.” 

Dr. Lawrence J. Rossi, of Hopedale, Illinois 
and Mr. Allen M. Hicks, Administrator of Pekin 
Public Hospital, reported on their studies of 
“Care of the Aged at the Local Level.” 

Senator Dirksen, in his address, indicated that 
the Forand Bill will be difficult to defeat in an 
election year, but he expressed his belief that if 
enough physicians discussed the Bill with their 
patients, as they did in combating the Wagner- 
Murray-Dingell Bill, it could be defeated. 

Installation of the ofticers for 1960 included: 
Dr. L. J. Rossi, Hopedale, President; Dr. R. G. 
Rhoades, Pekin, Vice President; and Dr. D. 0. 
Manshardt, Pekin, Secretary-Treasurer. 


VERMILION 


MeetinaG. A film strip and talk — “Time of 
Decision” given by Dr. Louis M. Orr, president 
of the AMA at the December meeting of the 
Vermilion County Medical Society. 


GENERAL 


Otympic WinTER Games. The VIII Olympic 
winter games will take place at Squaw, Califor- 
nia, February 18 to 28. The medical division of 
the Olympic organizing committee is under the 
direction of Dr. William W. Stiles, professor of 
public health at the University of California. 

New Orricer. Dr. Herman Josephy, Chicago 
neuropathologist with the American Academy 
for Cerebral Palsy brain registry, is vice presi- 
dent of that organization for the coming year. 

Tak. Dr. T. R. Van Dellen spoke on “News- 
paper Medicine,” at the Nueces County Medical 
Society postgraduate seminar in Corpus Christi, 
Texas recently. 

Heaps Mepicat Unit. Dr. Walter H. Theo- 
bald was re-elected to his 14th consecutive one 
year term as president of the Medical Center 
commission, Chicago. Dr. Theobald is emeritus 
professor of otolaryngology at the University of 
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Illinois College of Medicine. 

Srare Prosecrs, There is to be a residence 
and school quarters for the Psychiatric Nurses 
Training School at Jacksonville State Hospital 
in the near future. Governor William G, Stratton 
said that the school is one of five affiliation pro- 
grams conducted by the Department of Public 
Welfare in the training of professional nurses. 
About 360 students per year, out of between 
1,200 to 1,400 students in the state, are trained 
in Jacksonville. In addition to Jacksonville there 
are affiliate schools of psychiatric nursing train- 
ing at Chicago State Hospital, Peoria, Anna, 
and Elgin State Hospitals. With these facilities 
if is unnecessary for students to leave the state 
for training, the governor reported. 

Honorep. The President appointed Dr. 'T. R. 
Van Dellen to the Board of Regents of the Na- 
tional Library of Medicine for a 4 year term 
(until 1963), These appointments are made by 
and with advice and consent of the Senate. ‘The 
bill for appropriations for the construction of 
this new library was signed by President Eisen- 
hower Aug. 1, 1958 and ground was broken on 
June 12, 1959. A 10 acre tract on the National 
Institutes of Health reservation at Bethesda, 
Maryland, has been set aside for this library. 
Expected date of completion is June of 1961. 


Lectures ARRANGED THROUGH THE ILLINOIS 
State MepicaL Society 
Jutius ARoNnow, assistant professor of pedi- 
atrics, Chicago Medical School, the Grover Cleve- 
land School Parent Teacher Association, Janu- 
ary 21, on “Immunization.” 


Core C. Mason, clinical associate professor of 
pathology, University of Illinois College of Med- 
icine, Vermilion County Medical Society in Dan- 
ville, February 2, on “Discriminative Hemother- 
apy.” 

Wa ter L. Richard T, Crane profes- 
sor of medicine, University of Chicago School 
of Medicine, DuPage County Medical Society 
in Wheaton, February 17, on “Therapy in Peptic 
Uleer, Particularly X-Ray Therapy.” 

Harity Ciuxtron, Jr., associate in medi- 
cine, Northwestern University Medical School, 
Stephenson County Medical Society in Freeport, 
February 18, on “Diabetes.” 


F. Garm Norsury, Medical Director, Nor- 
bury Sanatorium, Jacksonviile, Logan County 


Illinois Medical Journal 


ob: 
se 
Ch 
Ag 
DI 
al 
16 
; th 
19 
al 
en 
ph 
Se 
W 
te 
ne 
4 Il 
pe 
wl 
4 
at 
in 
fo 
si 
si 
th 
su 
ve 
M 
at 
be 
B 
: 
\ 
d 
h 
n 


Medical Society in Lincoln, February 18, on 
Psychosomatic Medicine.” 

NicHoLas W. Fuao, assistant professor of 
obstetrics and gynecology, University of Chicago 
School of Medicine, Stock Yards Branch of the 
(Chicago Medical Society, February 19, on “Teen 
Age Problems of the Menses.” 


DEATHS 


ALBERT BUTTERMAN*, Chicago, who graduated 
al Rush Medical College in 1921, died November 
16, aged 67, 

RoLtanp R, Cross*, Springfield, Director of 
the Illinois Department of Public Health since 
1940, died November 28, aged 71. A 1912 gradu- 
ate of the National University of Arts and Sei- 
ences Medical Department, St. Louis, he was a 
physician for six years for the Indian Affairs 
Service. In the Army Medical Corps in World 
War I, he served as a member of the army’s med- 
ical board of review. In 1933 he joined the Illi- 
nois Department of Public Health as southern 
Illinois district superintendent. Except for the 
period from the close of World War I until 1933, 
when he was engaged in private medical practice 
in Dahlgren, Ill., he devoted his entire profes- 
sional career to public service. 

Wittiam R. Cussins*, Dundee, who gradu- 
ated at Northwestern University Medical School 
in 1900, died November 15, aged 85. He was a 
former faculty member of Northwestern Univer- 
sity, and at one time president of the Univer- 
sity’s alumni association. He was a founder of 
the American College of Surgeons, chief of the 
surgical staff of Cook County Hospital for 12 
years, and later a member of the staffs of Wesley 
Memorial and St. Luke’s Hospitals. 

Water Frick, Braidwood, who graduated 
at Jenner Medical College in 1908, died Novem- 
ber 23, aged 78. He was a former mayor of 
Braidwood and a past president of the Reed- 
Custer high school board. 

Werner K. Gorrsrein*, Chicago, 65, who 
graduated at Friedrich Wilhelms Universitat 
Medizinische Fakultat, Berlin, Prussia, in 1921, 
died November 22, in Presbyterian—St. Luke’s 
Hospital as a result of injuries he received when 
he was struck by an automobile on August 20 
near Hyannis, Mass., where he was vacationing. 
He was clinical assistant professor of pediatries 
at the University of Illinois College of Medicine, 
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consulting pediatrician at Jackson Park Hospi- 
tal, and formerly a member of the staff of La- 
Rabida Sanitarium. 

Joun T. Hart*, Chicago, who graduated at 
the University of Tennessee College of Medicine, 
Memphis, in 1923, died April 30, aged 64. He 
was a member of the American College of Sur- 
geons. 

Pau. B. Kionxa*, Melrose Park, who gradu- 
ated at Bennett Medical College in 1893, died 
November 9, aged 88. 

Louis Simeon LippmMan*, Chicago, who grad- 
uated at the Chicago College of Medicine and 
Surgery in 1911, died September 1, aged 79. 

Ratexw J. Masor*, Momence, who graduated 
at Loyola University School of Medicine in 1933, 
died November 19, aged 51. He was a physician 
in Kankakee County for 24 years and formerly 
practiced in Wheaton. 

Ross 'T. McInrire*, Chicago, who graduated 
at Willamette University, Medical Department, 
Salem, Ore., in 1912, died December 8, aged 70. 
Since 1955 he had been executive director of the 
International College of Surgeons. He was war- 
time surgeon general of the Navy and a retired 
vice-admiral; he served as personal physician to 
the late President Franklin D. Roosevelt and 
earlier had specialized in the field of otolaryn- 
gology. 

Jesse H. McInrosu*, Arcadia, Mo., member 
of Madison County Medical Society, who gradu- 
ated at Barnes Medical College, St. Louis, in 
1895, died November 10, aged 87. 

Harry Price Morgan, Wood River, who 
graduated at Bennett College of Eclectic Medi- 
cine and Surgery in 1906, died August 14, aged 
78. 

Harris A. NEWELL, retired, Chicago, who 
graduated at Northwestern University Medical 
School in 1909, died November 24, aged 80. 

Syivan I. Ropertson*, Highland Park, who 
graduated at Rush Medical College in 1933, died 
December 7, aged 53. He was certified by the 
American Board of Internal Medicine, and had 
served for many years as a member of the staff 
of the Highland Park Hospital. 

Vincent A. Siukus*, Chicago, who gradu- 
ated at Loyola University School of Medicine in 
1919, died September 12, aged 74. 

Joun J. Torn*, Chebanse, who graduated at 
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Chicago Medical School in 1944, died December 
7, aged 50. He had practiced medicine in Iro- 
quois and Kankakee Counties for the last 15 
years. 

VerNon. C, TuRNER*, Evanston, who gradu- 
ated at University of Oregon Medical School, 
Portland, Ore., in 1936, died November 21, aged 


52. He was associate professor of orthopedic sur 
gery at Northwestern University Medical Schoo! 
chairman of the department of orthopedics a 
Evanston Hospital, and a fellow of the Ameri 
can and International Colleges of Surgeons. 


“Indicates member of the Illinois State Medical Society. 
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